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HOT-PAK Tray Server using any 
china dinner plate up to 9%” di- 
ameter. 


Mealpack’s magic 
HOT-PAK TRAy SERVER 


works like a charm 


Keeps entree HOT (130-135° F) for over ONE HOUR... 

Keeps meal savory hot AFTER serving... for the EATING 

period... 

Uses ANY china dinner plate up to 914” diameter . . . or works 
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Works with ANY traycart that takes its tray size of 16%” x 

22%" and over-all height of 5”... a 
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May be used with or without complete Mealpack Systems. . . 
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Only 3 basic elements: Tray and Dome Cover molded from 

shock- and heat-resistant tough plastic; Heat Battery of Pyrex 

type glass (just preheat in your own oven or a Mealpack Infra- 

Red Dish Heater) .. . 
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Small Hospitals’ Clinic 


Tomorrow’s Hospital 


by Celeste K. Kemler, F.A.C.H.A. 


© TODAY'S OVERALL hospital oper- 
ation bears little resemblance to 
that of twenty years ago, and prob- 
ably even less resemblance to the 
hospital of the future. Some things 
which seem objectionable in today’s 
hospital operation may well be the 
key to more effective hospital and 
medical care in the future. 

Today we think of “total care” 
hospitals, and we are adding total 
care units to our existing institu- 
tions; we talk about care of all the 
people regardless of illness; we 
agree that the physician should 
categorize the illness and that the 
hospital should treat it whether it 
is neurotic, psychotic, alcoholic, 
senile, acutely or chronically infec- 
tious, rehabilitation, cancer, or just 
plain old age. We think that all 
these people should be cared for 
within the community in which they 
live. We agree that the hospital 
must be concerned with preventive 
medicine and community public 
health problems of water, coal dust, 
sewage and of water pollution. In 
other words, the hospital must be 
concerned with the overall health 
of every man, woman and child in 
its community. 

The basic change is cutting 
through the red tape that surrounds 
our hospitals and our health organi- 
zations . . . we must bring together 
under one roof all those indepen- 
dent agencies concerned with only 
one aspect of health or welfare. 


Ambulance Service 


I see in the hospital of the future, 
a modern, well-equipped building, 
situated on a large expanse of 
ground with enough ambulances at 
its back door to cover the com- 
munity area that it serves. Within 
its walls is the community equiva- 
lent of the public health depart- 


Miss Kemler is administrator of the Valley 
View Hospital in Ada, Oklahoma. 
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ment where nurses and doctors will 
go into the schools, into the homes, 
to give advice, to teach the mother 
to care for her new born child, to 
give insulin, hypodermics, intraven- 
ous medications and perform other 
needed health services. 

I see a team going to the site of 
accidents with the ambulance to 
administer first aid on the spot. I 
see the hospital equipped with lab- 
oratory personnel that will go into 
the homes to pick up specimens for 
laboratory studies. I see the dietary 
department in the hospital acting as 
a consulting service center for peo- 
ple in the community who are on 
diets — teaching them the thera- 
peutic diet preparation — even 
serving meals to the business man 
on a closely restricted diet. 


Doctors Offices 


Medical economists say that the 
doctor’s office of the future will be 
on ground adjoining the hospital, 
possibly within the hospital struc- 
ture itself. The doctor’s patients 
may be handled in something of 
this manner: Mrs. Mary Jones tele- 
phones Dr. Green for an appoint- 
ment — she’s having difficulty of 
one kind or another, he listens to 
her symptoms. 

If the case is urgent he admits 
her to the hospital; if not, he says: 
“Mrs. Jones, we can take care of 
you at 2 o'clock next Wednesday. 
On Monday go to the hospital, and 
have some laboratory tests done. I 
will call the laboratory and give the 
orders.” On Wednesday afternoon 
at 2 o'clock when Mrs. Jones comes 
into Dr. Green’s office, he will al- 
ready have on his desk the result of 
those tests which were made on 
Monday in the hospital. As a result 
of those tests and by examination he 
will decide whether or not exten- 
sive studies are to be made. If they 
are indicated, Mrs. Jones will either 
be admitted to the hospital as a bed 
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patient or as an out-patient with 
the doctor ordering his studies. In 
this the economist sees a great de- 
crease in the cost of equipment in 
a doctor’s office. He believes that 
the future doctor’s office will have 
bare essentials — a thermometer, 
stethescope, sphygmomanometer 
and a very attractive receptionist. 

The doctor of today spends a 
great deal of money on qualified 
technicians, laboratory equipment, 
x-ray equipment,  electrocardio- 
graph and all the rest of the things 
that he must have to give good 
diagnostic attention to his patients. 
Each of these expenses is multiplied 
by the number of doctors within 
the community. One or two or three 
additional pieces of equipment in 
a centralized hospital could carry 
the total load. So say some medical 
economists. 

Comprehensive service in the 
hospital of tomorrow — the doctor’s 
ollice will be in the hospital; he 
will work an eight hour day and a 
four day week ... there will be 
an abdominal surgeon on duty at all 
hours, there will be an _ internal 
medicine man on duty at all hours, 
there will be an orthopedic surgeon, 
obstetricians, pediatricians, neurol- 
ogists, urologists, and all the rest 
of them working an eight hour day, 
four days a week. From the house- 
wife who catches her finger in the 
wringer to the farmer who falls 
from the hay mow! From the man 
with an allergy to the 3-car collis- 
sion; from the child who swallows 
a marble to the person who got a 
cinder in his eye! — all will report 
to the hospital . . . all will be han- 
dled by a doctor who is on the spot 

. all will receive all-inclusive 
hongital and medical care bills .. . 
all will be covered by a pre-pay- 
ment hospital plan. Is this really 
socialistic? No, it is not, even futur- 
istic . . . a number of our most im- 
portant teaching and research cen- 
ters have had this type of operation 
for years. 

Is this far off — this thought of 
a complete medical staff on duty — 
as we now have a nursing staff? 
Will this plan ever get beyond the 
congested industrial areas? I be- 
lieve it will. 

‘What would the doctors gain? 
Less expenditure of money for pro- 
fessional equipment aad less time 
wasted in buying supplies and 
equipment, in hiring and supervis- 
ing personnel, and in collecting 
bills; more time available to do 
medical research, to study and to 
practice better medicine which, 
after all, is the main concern of the 
Physician. 
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Patient Benefits 


Would the patient lose his family 
physician relationship? I do not 
think so. He would still go to the 
doctor of his choice — but when 
that doctor was busy, out of town, 
he could still have competent medi- 
cal care. 

The hospital of the future will 
continue to contribute to medical 
research. The medical scientist. will 
continue to find ways to make us 
live longer, to help us to be health- 
ier and more active individuals dur- 


ing our life time. The cost of hos- 
pital care will be higher because 
the service will be better, just as 
it is higher today than it was twenty 
years ago. Just as the lost time per 
illness today is much less than it 
was twenty years ago, so the lost 
time from illness in the future will 
be less than it is now. The cost per 
hospital day will be higher but the 
cost per illness will be lower and 
we'll be back on the job faster. To- 
day each of us, according to statis- 


Please turn to page 32 
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INDEXING FORMS FOR 
DISEASES « OPERATIONS ¢ PHYSICIANS 


Vital for all medical research... and 
essential for hospital accreditation 


v 


v 


Consider these Important Features of our 
Disease, Operation, and Physicians’ Index Cards 


© Conform to the latest edition of the Standard Nomenclature 


Designed by a leading authority in the medical record field 


Available for grouping by etiology and procedure 


Rulings spaced horizontally and vertically for typewriter use 


Can be conveniently used in either vertical or visible files 


Entire space utilized to provide for more entries per form 


Economically priced — available from stock 
Available in single or double (folded) card style 


For Samples Write Dept. 24 








Physicians’ Record Company 


161 W. Harrison Street 


Chicago 5, Illinois 
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For more information, use postcard on page 139 











How’s Business 





















































PLL LES 





Ji 


Lijijd 





Wen 


CHARGES (PER BED) 


“VS. EXPENSES 


Lijtiti it 





LitII I Ii} 





EXPENSES ‘OCCUPIED BEDS: 
CHARGES ‘OCCUPIED BEDS: 
EXPENSES ‘TOTAL BEDS) 
- CHARGES ‘TOTAL BEDS) 
| | | 1 


i ok 5 2 


4 

















Average Monthly Occupancy 1957 
(on 100 percent basi — 


October, 1956 a October, 1957 


is) September, 1957 


November, 1956 . November, 1957 


December, 1956 December, 195 


January, 1958 


7 


February, 1958 


March, 1958 
April, 
May, 1958 






































= The classification of equipment and supplies in 
hospitals does not lend itself to strict accounting 
principles. It frequently happens that some items 
of equipment are cheaper than some items classi- 
fied as supplies. 

Our survey last month inquired whether or not 
the participating hospital charged directly to ex- 
pense the cost of items of equipment having small 
monetary value despite the fact that they might 
have a useful life of more than a year. Of our 
sample, 85 percent reported that they did. Those 
who follow this practice do not follow any uniform 
policy; 45 percent reported that there was no 
maximum value above which they would charge 
to the equipment account. Of those who do set a 
maximum value, opinion was equally divided be- 
tween the figures of 25, 50 and 100 dollars with a 
few going as low as 10 dollars and a few going as 
high as 500 dollars. 8 
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New and radical in design, the segmented 
chamber of PEpDATROL permits exact control 
of solution or blood administration, from 10 
ml. to 50 ml., in increments of 10 ml. 


Each compartment of the chamber holds pre- 
cisely 10 ml. of fluid. By clamping off at any 
point between compartments you automati- 
cally set up the required dosage. Simple, 
efficient and accurate... without constant 
supervision. Once the hemostat is clamped, 
only the prescribed contents can be admin- 
istered. Flashball® above top segment simpli- 
fies supplemental medication. 





Make PEpaTROL standard equipment in your 
Central Supply. Save nursing time .. . ease the 
work load .. . surely, safely, economically. 


BAXTER LABORATORIES, INC. ieaimaimwntees 


*Trademark of Baxter Laboratories, Inc. 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Poso, Texos) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES © EVANSTON, HLLINOTS 
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High-intensity spot viewer 
makes dense radiographs 
easy to read $1750 


Penetrates overexposures, 
densities to 3.0! Adjusts 
to any desired angle. Foot- 
switch frees your hands 
for work, Mask confines 
light field, protects film 
from heat. 2000-hour 
lamp life! 


Cassette pass boxes 
save time and steps in 


radiography 


Sturdy 1.5-lead-lined units, sealed 
against x-ray leakage. Sections 
marked EXPOSED and UNEX- 
POSED. 2- and 4-door styles with 
automatic interlock. Also 4-door 
manual-interlock box in standard 
or double width, Send coupon for 
complete details. 








Angled safelight — perfect 


for lighting small areas 


$1250 


Ideal for small darkrooms or for 
“‘spot-lighting’’ strategic areas in 
large darkrooms. 5x7” filter, 
permanently positioned at the 
optimum lighting angle. For wall- 
mounting only. 


New Supermix® solutions 
offer maximum detail with 
30% less exposure! 


Supermix gives you top results... 
permits radiographic r-dose reduc- 
tion. Five-minute developing at 
68°. Quality proved developer, re- 
fresher, shortstop, Speed or Stain- 
Less Fixer. See coupon for prices. 





Electric interval timer— 
automates timing 
procedures 


—— $2450 


No winding — just flip switch 
ON. Timer sounds buzzer after 
any preselected cycle, 30 sec- 
onds to one hour. Flip switch 
OFF, timer resets. Gray finish. 
Includes line cord. 115-v, 60-cy. 


Veri-O-Pake—the ideal : 


all-purpose barium 


Outstanding visualization with 
normal evacuation, given orally 
or by enema. Stays suspended 
as it travels! Allows a mix so 
thin it simulates air contrast. 
See coupon for prices. 


HOSPITAL MANAGEMEN? 





AUG 


Truvision illuminator— 
everything you’ve wanted 
in a film viewer 


Perfect for both wet and dry film viewing! 
Brilliant, uniform light, free of annoying lamp 
image. Housing of molded fibrous glass is ab- 
solutely corrosion-proof, And simply combin- 
ing two or more units lets you enjoy an almost 
uninterrupted viewing panel. Toggle switch 
turns illuminator ON or OFF at a touch of 
the finger. See coupon for prices and details 
on alternate wall-mounted models. 


CLIP THIS COUPON 


Molded cassettes feature 
positive, built-to-last 
screen contact 


Molded, one-piece rubber frame absorbs jolts, 
keeps front and back of cassette in /rue align- 
ment. Built-in resilient glass fiber pad gently 
squeezes screens and film for uniform contact 
always. “Slide-easy” latches release at light 
finger pressure, yet resist accidental opening. 
Rubber seal, molded as integral part of cassette 
frame, prevents entry of light. Exclusive rubber 
hinge has been thoroughly proved in 14-million 
test flexings. — stayed. bonded as firmly as at 
time of manufacture. See coupon for prices. 


. . . Or, to obtain these and hundreds of other quality 


accessory and supply items, call your nearby General Electric x-ray office. You'll find it 


listed in the Yellow Pages of your phone book. 


SEND TO: 
X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 


ROOM K-86 
MILWAUKEE 1, WIS. 


YOUR NAME 
ADDRESS 














CHECK ITEMS REQUESTED: 


Film: [] Ansco [[] DuPont [[] Kodak [ Screen 
(Available in boxes of 25, 75, 100) 


(CJ No-Screen 


LI15x7 (16%2x8% [18x10 [J 10x12 []11x14 [14x17 





STAIN-LESS 
FIXER* 


$1.22 


SPEED 
FIXER 


$1.27 


SUPERMIX LIQUIDS DEVELOPER 


$1.42 


REFRESHER 
$1.42 





26 oz. makes 1 gal 
12 or more, each 
80 oz. makes 3 gal 
4 or more, each 

1 gal. makes 5 gal 
4 or more, each 


“Comes in 1 and 5 qt. only, to make 1 and 5 gal. of solution. 


Spot Viewer 
Electric Interval Timer 
Send complete details on G-E pass boxes 
TRUVISION ILLUMINATORS: 


5-Ib. 3.35 
6 or more 5-lb., each$ 3.10 


MOLDED CASSETTES: 


SEND INFORMATION 
on wall-mounted Truvision 








Shipping charges, sales and use taxes must be added where applicable. 
Prices subject to change without notice. 
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Ohio, Wisconsin 
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Ariz., Colo., Idaho, Mont., 


Nev., N. M., Utah, Wyo. 
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21,983 96,450 233,485 


27.83 34.85 25.52 


26.50 31.45 23.73 


SOUTH CENTRAL 
Ala., Ky., Miss., Tenn., 
Ark., La., Okla., Texas 


1-100 101-225 226-up 


1,586 
66.38 


4,419 
78.54 


7,448 
77.38 


52 .24 -63 


39,734 96,556 210,985 


43,501 117,129 244,858 


27.43 26.51 32.87 


25.05 21.85 28.33 
PACIFIC COAST 
ia, 
Washington 


1-100 101-225 226-up 


1,141 
63.63 


3,619 
73.82 


6,967 ‘ 
76.88 


4.72 
4.50 3.64 
1.65 1.67 
1.16 72 
1.92 2.08 
1.89 4.42 
3.30 2.67 
1.58 1.24 
11.23 8.26 
1.14 d 47 
2.41 2.56 
2.04 1.86 
1.86 82 1.81 


4.02 


42,871 137,819 249,705 


42,776 143,045 260,279 


37.49 39.53 37.36 


37.57 38.08 35.84 
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DIACK 


Since 1909 


STERILIZATION 
TODAY 
but NOT 
TOMORROW 


Learn how to wrap your 
dressings loosely, how to 
pack them into the auto- 
clave chamber properly and 
to watch all the gauges and 
instruments during the 
sterilization. It will give you 
sterile dressings today. 


But tomorrow — someone 
else runs the autoclave. 
Will she be as careful as 
you are? 


Diack Controls are for peo- 
ple who know that steriliza- 
tion is only as perfect as the 
person who runs the auto- 
clave — that Diack Con- 
trols check that slip up 
which is bound to occur if 
not today — then tomor- 
row. Diack Controls effect- 
tively prevent today — and 
tomorrow. 


SMITH & UNDERWOOD 
Royal Oak, Mich. 


(Sole Manufacturers of Diack Controls 
and Inform Controls) 











Hospital Accounting 


with Professor T. LeRoy Martin 


Cost Concepts 


Inquiry: Does not the inclusion of 
nursing costs of a hospital, which 
does not operate a nursing school, 
with the nursing costs of a hospital 
which does operate a nursing school 
in order to find average costs for 
the hospitals in a geographical re- 
gion introduce imcomparable data? 


Comment: The averaging of costs of 
hospitals in a geographical area in 
order to determine the average 
cost per patient day often involves 
the use of data which are to some 
extent incomparable. Nursing costs 
of hospitals maintaining a nursing 
school and nursing costs of hospitals 
not maintaining such a school are 
incomparable to some extent. It is 
a question, however, whether nurs- 
ing costs are any more incompa- 
rable than the operating costs of 
laundries some of which have 
equipment nearing obsolescense 
while others have new modern 
equipment which contributes to the 
efficiency of operation. Costs of 
laundry represent a different type 
of incomparability but nevertheless 
affect the reliability of comparisons 
in the same manner. Operating costs 
of two different hospitals, or for 
that matter, of any kind of organi- 
zation, are never entirely compa- 
rable. 

Lack of complete comparability 
should not be a major deterrent to 
making use of data for the value 
that may be derived from its study. 
There is a sufficiently high degree 
of comparability in the average 
costs of a group of hospitals to make 
the average figures useful as a 
measuring stick of a particular hos- 
pital’s efficiency of operation. 


Inquiry: Recently I read that a hos- 
pital had increased the output of 
its laundry more than 12 percent 
with an increase of less than 1 
percent in laundry payroll by di- 
viding the operation into two shifts. 
Is there an accounting cost concept 
involved or is it a purely physical 
one? 


For more information, use postcard on page 139 


Comment: The increase in total 
pounds produced by the addition of 
two new employees in the instance 
referred to is purely a_ physical 
matter. In such a situation the cost 
per pound of laundry may well be 
less under the two shift method 
because the payroll cost was in- 
creased much less in proportion 
than the physical output. However, 
there are other costs which will 
increase with the addition of a new 
shift. The second shift increases the 
use of steam, light, water, and 
perhaps certain other variable ex- 
penses, but presumably may not 
increase them proportionately to 
the increase in production. The net 
result is a lower cost per pound, 
Since many of the expenses of 
laundry operation are fixed, for ex- 
ample, maintenance and deprecia- 
tion of equipment, the second shift 
would result in lower overall cost 
per pound even if the payroll cost 
had increased to a larger extent 
than it did. This is true because 
the increased production results 
only in increases in variable ex- 
penses and not in fixed expenses. 
This leads to a lower cost per pound 
of laundry processed. The cost per 
pound would be lower even if the 
payroll cost had increased at the 
same rate as production for two 
reasons. First, 12 percent of the pay- 
roll is much smaller than 12 percent 
of total laundry operation cost and, 
secondly, fixed costs were not in- 
creased at all and therefore the 
fixed cost per unit of laundry is ob- 
viously smaller. 

Another physical matter, which 
also has a principle of economics 
involved, is that in a given instance 
the addition of personnel in ‘he 
laundry might not increase the oit- 
put at all if the equipment used 
is already operating at capacity. In 
such an instance working space :nd 
the capacity of equipment are ‘he 
limiting factors. Cost account ng 
and the comparison of costs un:er 
different conditions of operation 
merely bring out these points < nd 
should assist the administration in 
its attempt to increase output und 
to control costs. ® 
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Yes ... the administrator’s pretty proud of 
himself. And rightly so! It’s not every day you 
get to make a statement like that. Especially 
to new board members! 

They’re impressed all right. They know the 
value of nursing time. And, like the adminis- 
trator, they know it shouldn’t be wasted push- 
ing pencils. But how else can a nurse initiate 
her requests for service ... how else can she 
create the facts and figures so necessary to 
sound administration? 

This administrator found the answer in 
McBee Keysort punched-card controls! Today, 
Keysort Requisition-Charge Tickets furnish 
him with fast, accurate, complete analysis of 
income and service-department output... 


reduce the burden at nursing stations to a 
minimum through less writing, fewer forms, 
increased accuracy. Using the new, designed- 
for-hospitals Keysort Data Punch, nurses now 
imprint and code-punch pertinent information 
in one operation ... prepare requisition, work- 
order record, service-department copy and 
Keysort charge ticket at the same time. 

Keysort Requisition-Charge Tickets not only 
simplify and reduce your nurses’ paper-work 
. . . they are easy to handle in the service 
departments, ensure promptness and accuracy 
in posting charges. Here is the modern way to 
better patient care. The nearby McBee man can 
show you how it’s done. Why not phone him, 
or write us? 


MCBEE KEYSORT. 


BETTER PATIENT CARE THROUGH ADMINISTRATIVE CONTROLS 
ROYAL MCBEE Corporation tcsnscs: tne meses company, uta, toronto ss 





Power outages 
can do no harm 
in this hospital 


Onan Electric Plant supplies emer- 
gency power for lighting and all 
vital electrical equipment 


An Onan Emergency Power System 
protects patients and personnel. Sup- 
plies current for lighting corridors, 
operating rooms, delivery rooms, stair- 
ways; provides power for heating 
system, ventilators, elevators, X-Ray 
machines, and other vital equipment. 

Your hospital is assured of electric 
power at all times with Onan Emer- 
gency Electricity. Operation is com- 
pletely automatic. When highline power 
is interrupted, the plant starts auto- 
matically ; stops when power is restored. 

Models for any size hospital—1,000 
to 200,000 watts A.C. 





‘a ™— 
Complete standby systems 
at lower cost 


Onan Vaco-Flo cool- 
ing permits using air- 
cooled models in 
many installations at 
e considerable sav- 
ing. Check Onan be- 
fore you specify. 











D.W. ONAN & SONS INC. 


3106 A University Avenue S. 
Minneapolis 14, Minnesota 





Your Insurance Counsellor 
Henry E. Theobald, C.P.C.U. 





Why Buy Fire Insurance 
With A Coinsurance Clause? 


= L&T US CONSIDER as an example a 
$100,000 hospital building with a 
$50,000 fire insurance policy with- 
out a coinsurance clause. It may 
be said that the building is half in- 
sured. For the sake of illustration, 
permit the illogical transposition of 
the situation to—half the building 
is insured. Now, assume a $10,000 
fire loss. Did the loss occur in the 
insured half or the uninsured half? 
“The insured half, of course!” 

The illustration serves to point 
out that the company assumes the 
risk of a $10,000 loss ten times 
within the $100,000 area, while re- 
ceiving premium for assuming a 
$10,000 risk only five times. The 
ideal solution to this problem, from 
the insurance company’s point of 
view might be 100 percent insur- 
ance to value; that is, $100,000 
worth of fire insurance on a $100,- 
000 building. This would be diffi- 
cult to sell and expensive to buy. 
Since partial losses overwhelmingly 
outnumber total losses, most peo- 
ple would not buy 100 percent in- 
surance to value, This discriminates 
unfairly costwise against those 
who do buy that much insurance. 

The actual solution is an agree- 
ment between the insurance com- 
pany and the hospital. In considera- 
tion of a reduced rate, the hospital 
agrees to maintain insurance to a 
fixed percentage of the value of 
his property. Failing to do this they 
further agree to participate with 
the company in any partial loss 
in a proportion established by the 
relationship between the amount of 


insurance actually carried and the 
amount he agreed he would cary. 
This arrangement is usually called 
the coinsurance clause, but is some- 
times called “the reduced rate con- 
tribution clause,” “the reduced rate 
average clause,” or simply “the av- 
erage clause.” 

The amount of rate reduction de- 
pends upon the percentage of coin- 
surance, the higher the percentage 
of coinsurance, the greater the rate 
reduction. The rate reduction de- 
pends also upon the construction of 
the building. For example: an 80 
percent coinsurance clause might 
reduce the base fire rate of a new 
fire-resistive hospital building by 70 
percent. An 80 percent coinsur- 
ance clause might reduce the base 
fire rate of an older hospital build- 
ing of masonry construction by 25 
percent. The percentage of rate 
reduction, as is the base rate, is in- 
fluenced also by the location of the 
building, the use of the building, 
and the proficiency and availabil- 
ity of fire-fighting organizations. 

In establishing coinsurance rates, 
the base rate is converted to the 
80 per cent coinsurance rate. All 
other coinsurance rates are calcu- 
lated from this one. Since the re- 
duction relationship between vary- 
ing coinsurance rates is compara- 
tively constant, a realistic exam- 
ple may be used to demonstrate the 
use of coinsurance rates. 

Let us assume a $1,000,000 hos- 
pital plant with a base rate of $1.00 


Please turn to page 34 





Amount of 
insurance 


Coinsurance 
clause 


Percent 


Premium reducticn 





80% $ 800,000 
90% 900,000 
100% 1,000,000 
None 1,000,000 
None 600,000 


$ 4,800 
5,130 
5,400 

10,000 
6,000 
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Dependable Analgesia 


@ Hold ampul as illustrated 
with thumbs above and below. 
colored band. 


“Yow available in... 


CERAMIC IMPRINTED 


Neutraglas 


COLOR . BREAK AMPULS @ Bend the stem, snap, 


and the ampul is 
ready to use. 


No Filing * No Scoring *» No Sawing 


JUST SNAP: CLEAN, EASY BREAK STERILE SOLUTION, READY TO USE 
NOVOCAIN 1%, 2%, 10%, 20% SOLUTIONS with or without vasoconstrictors 


. 
LABORATORIES 
NEW YORK 18. N. ¥. 
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Washington Bureau Reports 





H-B EXTENDED 3 YEARS — from present expiration 
of July 1, 1959. As noted here earlier proposals during 
hearings ranged from two to 10 years. One important 
consideration in compromising on three years — it will 
subject the program to periodic review by your elected 
representatives, something they and HEW deem desir- 
able and necessary. 

® 
$211.2 MILLION FOR H-B — that’s our prediction, as 
this is written prior to the House-Senate conference on 
HEW Appropriations. Senate conferees were instructed 
to stick with their figure — $90 million more than the 
House voted — and all that was needed was House 
Appropriations Chairman Fogarty’s (D., R. I.) vote. 
The latter was a surety — and for good measure, the 
vote of House Health subcommittee chairman John 
Bell Williams (D., Miss.) would be thrown in for good 
measure. After all Administration originally asked only 
$75 million. 

€ 
H-B LOAN PROVISIONS — prospects for passage this 
session not viewed too brightly, even though Rep. Wil- 
liams has introduced H-B amendment. Fact is, most 
everybody here feels extension of H-B and fully au- 
thorized appropriation is all that can be expected. No 
more hearings, at least on the House side, on anything 
connected with H-B. The issue of segregation, you 
know. Mississipian Williams ran head-on into the ques- 
tion during June hearings and doubtless does not savor 
opening the door again. 

« 
MEDICARE — Threat to complete ban on use of 
civilian services and facilities in some areas seems to 
have passed — for now. Congressional thinking was 
somewhat straightened out on the subject of military vs 
civilian costs, thanks to AHA and AMA, and Defense 
Dept. backtracked on Medicare appropriations. Still, 
the freedom of dependents to choose physicians and/or 
hospitals can be limited where military facilities and 
medical personnel abound. Could this be the chink in 
the dike? is the question which now bothers many. 
Seems highly probable the military will keep whacking 
away at the freedom of choice concept — with the help 
of biased or misinformed Congressmen. 

& 
ODM-FCDA MARRIAGE — Effective July 1, Office of 
Defense Mobilization and the Federal Civil Defense 
Administration said “I do.” During Congressional con- 
sideration of the merger it was observed that the status 
of civil defense had sunk so low that nothing could do 
it further harm, whereas almost anything might help! 

e 
H-B RESEARCH — some are bitterly disappointed 
the Congress did not raise these funds from $1.2 to $3 
or even, as HEW, itself, requested, to $5 million. Could 
happen next year, since by that time some of Dr. Louis 
Block’s projects will be bearing fruit—and proof of 
value for show-me Congressmen. 
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by Walter N. Clissold 


PEOPLE — The Commissioned Officers Assn. of the 
USPHS dedicated its Spring issue of “The COA Bulle- 
tin” to the late Dr. John W. Cronin—many wonderful 
and beautiful expressions by many friends . . . Com- 
merce Dept. gold medal winner, Dr. Wilfrid B. Mann, 
Ph. D., D. Sc., for preparation of radioactivity stand- 
ards . . . Named executive director of Medicare, Col. 
Floyd L. Wergeland, succeeding Maj. Gen. Paul I. Rob- 
inson, who retires soon to become Metropolitan Life's 
medical relations co-ordinator ... Col. Byron L. Steger 
heads the new personnel and training division in the 
Army SG’s (Maj. Gen. Silas Hays) office. Col Steger 
was Ist director (1954-55) of the Interagency In- 
stitute for Federal Hospital Administrators (now the 
Federal Hospital Institute), and is secretary-treasurer 
of FHI’s alumni association. 

rs 
NIH ADVISORY COUNCILS APPOINTMENTS — 
Cancer: Dr. Murray M. Copeland, Georgetown U. 
Medical Center, Washington, D.C.; Dr. Charles A. 
Evans, School of Medicine, U. of Washington, Seattle; 
Dr. R. S. Schreiber, The Upjohn Co., Kalamazoo, 
Mich. Mental Health: Marquis Childs, Washington, 
D.C. National Advisory Health Council: Dr. H. Stanley 
Bennett, U. of Washington School of Medicine, Seattle; 
Dr. Sidney Farber, Children’s Cancer Research Foun- 
dation, Boston; Boisfeuillet Jones, Emory U., Ga.; Dr. 
Arthur Kirschbaum, Baylor U. College of Medicine, 
Houston, Tex. Heart: Dr. E. Cowles Andrus, Baltimore. 
Neurological Diseases and Blindness: Dr. Francis M. 
Forster, Georgetown U. School of Medicine, Washing- 
ton; Dr. Clinton N. Woolsey, U. of Wisconsin, Madi- 
son; Dr. Jacob Yerushalmy, U. of California School 
of Public Health, Berkley. Allergy and Infectious 
Diseases: Mundey Johnston, Tucson, Ariz.; Dr. Gor- 
don Meiklejohn, U. of Colorado Medical Center, Den- 
ver. Dental: Dr. Harold L. Enarson, U. of Colorado, 
Boulder; Dr. Willard C. Fleming, School of Dentistry, 
U. of California Medical Center, San Francisco; Dr. 
R. S. Poor, J. Hillis Miller Health Center, U. of Florida, 
Gainesville; Dr. Robert L. Sutherland, U. of Texas, 
Austin. Arthritis and Metabolic Diseases: Dr. Char!es 
H. Burnett, U. of North Carolina School of Medicine, 
Chapel Hill; Dr. Carl V. Moore, Washington U. School 
of Medicine, St. Louis; Dr. Charles Regan, College of 
Physicians and Surgeons, Columbia U., New York. 

& 


DR. VANE M. HOGE, presently chief of PHS’ Div. of 
Hospital and Medical Facilities (where H-B work 
focuses), will retire August 1, after 30 ycors service. 
September Ist he will assume the executive director- 
ship of the Chicago Health Council Dr. Jack C. 
Haldeman succ2eds Dr. Hoge at DHMF 
of PHS’ Div. of Public Health Methods is D~. Willic:n 
H. Stewart, replacing George St. J. Perrott wo retired 
Dr. Arnold B. Kurlander appointed 
deputy chief (to Dr. James V. Lowry) of PHS’ Bureau 
of Medical Services. 
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Amazing properties of 
new polyethylene 
make Davol Feed-Rite 
Nurser ideal for true 
hospital method of 
terminal sterilization. 


FEED-RITE PLASTIC NURSERS and formula can be 
terminally sterilized (all at once) under 
live-steam pressure with the nipples fully 
covered, in an upright position, ready for feeding. 
WILL NOT BREAK, CRACK, WARP OR DISTORT. 
ORDINARY PLASTIC NEW FEEDO-RITE 


N ARLEX rigid polyethylene opens a new era in 
p astics, with numerous advantages over 
conventional materials now in hospital use. 


Ae | i a ota 


cr 


y 
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@ VIRTUALLY INDESTRUCTIBLE .. . Products made of MARLEX< plastic are tough 
and strong! Throw the FEED-RITE NURSER on the floor, step on it... 
try to crush or break it, and you’ll see what we mean. 


BETTER TEMPERATURE RESISTANCE . .. You can freeze MARLEX at temperatures 
as low as 180°F. below zero without damaging it .. . and heat it up to as 
high as 250° F.! You can boil or steam-sterilize the FEED-RITE NURSER 
and other MARLEX products. 


EASY TO CLEAN . . . The hard, glossy surface of this new material has 
superior abrasion resistance and is very easy to clean and maintain. 


GREATER CHEMICAL RESISTANCE . .. MARLEX is unaffected by most acids, 


alkalies, detergents, greases or oils. It has very low permeability to most 
liquids and gases, and is non-absorbent and waterproof. 


NON-ALLERGENIC . .. MARLEX is compatible with all body tissues. 

Can be used for surgical sutures, tubes and prosthesis materials. 

TASTELESS, ODORLESS .. . Absolutely safe for use as a food container. 

Will not absorb odors. 

LIGHT WEIGHT... FEED-RITE NURSERS are easy to hold, comfortable to 
touch. Most MARLEX products are lighter weight than conventional materials. 
CORROSION-PROOF, ROT-PROOF, BACTERIA RESISTANT . . . No matter how long 
you subject MARLEX < to hot, humid tropical-like conditions it never 

rots, rusts, discolors or mildews. Bacteria cannot attack it. 

In fact, no other type of material can serve so well and so 

economically in so many different applications! 

*MARLEX is a trademark for Phillips family of olefin polymers. 





MADE OF 


MARLEX’ 
Cog + Pips 66 Past 


safe and pure 
This durable new plastic can be boiled and sterilized 
to hospital standards. Holds its shape! Unbreakable! 
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Consulting 





Tourists Prescriptions 


QUESTION: On two or three 
occasions tourists have come into 
the hospital with letters from 
doctors in their own home towns 
and prescriptions ordering nar- 
cotics. How should we handle 
such letters and prescriptions? 


ANSWER: Such patients should be 
referred to a local physician. If the 
letter prescribes narcotics and the 
local physician is in agreement 
then he should write the prescrip- 
tion so as to comply with the law 
of your state. 


Therapeutic Abortion 


QUESTION: Some of our phy- 
sicians have been trying to con- 
vince us that a patient who has 
suffered from rubella (German 
measles) in the first three 
months of pregnancy should be 
aborted as she will inevitably 
give birth to a monster which 
will not live anyway. Are there 
good medical grounds for this? 


ANSWER: No. According to a 
study conducted by Greenberg and 
others (J.A.M.A. 165:675-678, Oc- 
tober 12, 1957) nine out of ten 
mothers who have had rubella dur- 
ing the first three months of preg- 
nancy will give birth to a normal 
baby. Under these circumstances 
rubella as an indication of thera- 
peutic abortion seems medically un- 
justified. 


Newspaper Pictures 


QUESTION: Our local newspa- 
per editor insists that he is per- 
mitted to take pictures of pa- 
tients in our hospital whether 
they approve or not because it 
is a public hospital maintained 
by taxes. He claims that the 
taxpayers have a right to know 
what is going on in their hospital. 
Is this correct? 


ANSWER: The consensus holds that 
a patient is entitled to privacy even 
in a hospital that is supported by 
the taxpayers. 
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with Dr. Letourneau 


Pharmacy Purchasing 


QUESTION: Who should de- 
termine the brand of a product 
to purchase, the pharmacy com- 
mittee, pharmacist, purchasing 
agent, administrator or other? 


ANSWER: Obviously, the doctors 
who prescribe the pharmaceuticals 
are the most competent to de- 
termine what brand of product 
should be used on their patients. 

Where there is a choice between 
the brands of the same quality, the 
pharmacy committee of the medical 
staff should standardize purchasing 
of pharmaceuticals to one or two 
brands according to its best judg- 
ment. 

In making its decision, the 
pharmacy committee is advised by 
the hospital pharmacist but is not 
bound by his recommendations. The 
pharmacy committee is an advisory 
body only. Its decisions are subject 
to questicn by the medical staff as 
a whole which may elect to change 
some of its recommendations. Ulti- 
mately, recommendations concern- 
ing the purchasing policy of 
pharmaceuticals must be approved 
by the governing body of the hos- 
pital and it depends upon the ad- 
ministrator for advice. 

The wise administrator will al- 
so look to his nursing staff 
for guidance and to other technical 
and professional personnel who are 
involved in the use of pharmaceuti- 
cals. 


Medical Histories 


QUESTION: To save the time of 
our doctors, we now have nurses 
and social workers take the his- 
tory of the patient upon admis- 
sion. Recently some question has 
been raised about this practice. 
Could you advise us? 


ANSWER: The Joint Commission 
on Accreditation of Hospitals has 
a rule that a medical history may 
never be written by a nurse, secre- 
tary or lay individual. It must be 
either written or dictated by a 
physician, including interns and 
residents. 


Examination of Medical Records 


QUESTION: Recently an attor- 
ney asked to examine the med- 
ical record of a patient and pro- 
duced an authorization to do so. 
We handed the record to the at- 
torney and he took it to a desk 
just outside the record room 
where he examined it. The at- 
torney is now suing the attend- 
ing physician for malpractice on 
behalf of the patient. We are un- 
able to find the written consent 
for the surgical operation which 
was performed. I am certain that 
the consent was there before we 
handed the record to the attor- 
ney. What can we do now? 


ANSWER: You cannot assume that 
the attorney absconded with the 
written consent of the patient, even 
though it may be a fortunate coin- 
cidence for his client that the writ- 
ten consent cannot be found. 

As custodian of the medical rec- 
ords, you have a duty to protect 
medical records from tampering of 
any kind by anyone. If information 
was actually removed from the 
medical record, you have failed in 
your duty of custody of the record. 

The best that you can do now is 
to write a certification that to the 
best of your knowledge there was a 
written consent for operation and, 
if possible, a statement should be 
secured from the person who wit- 
nessed this consent. 

No one should have access to 
your medical records except upon 
a subpoena from a court of law. 
Some people have to learn the hard 
way. 


Preservation of X-rays 


QUESTION: How long should 
x-ray fiims be kept? 


ANSWER: Since x-ray films are 
medical records they should be kept 
at least seven years. Where there is 
a possibility of legal implications, 
they should be kept indefinitely. 
Many hospitals are now micro- 
filming x-rays as a part of the med- 
ical record. Before the film is de- 
stroyed, possibilities of giving it to 
the patient should be considered. 
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with beauty 
that lasts... 


Use quality floor waxes containing 
Du Pont’s anti-slip ingredient 


You benefit two ways with floor wax 
containing ““Ludox”’. First, there’s the 
skid resistance “‘Ludox’’ adds. Tiny, 
transparent spheres of “Ludox”’ exert a 
snubbing action with every footstep... 
give sure-footed traction. Second, you get 
the lasting beauty only a fine wax can 
give your floors . . . and it’s easy to keep 
floors beautiful, because scratches and 
scuffs can be buffed out, without rewaxing. 


Floor waxes containing ‘“‘Ludox’’, 
Du Pont’s anti-slip ingredient, give your 
floors the appearance you want, plus 
added safety underfoot. Mail coupon be- 
low for more information and a list of 
suppliers for products containing 
“Ludox”. E. I. du Pont de Nemours & 
Co. (Inc.), Grasselli Chemicals Depart- 
ment, Room N-2533, Wilmington 98, 
Delaware. 





DOUBLE-ACTION RUG AND UPHOLSTERY 
SHAMPOOS—A NEW USE FOR LUDOX® 


New shampoos containing “Ludox” clean and 
treat rugs against resoiling in just one applica- 
tion. “Ludox” fills microscopic fiber crevices . . . 
protects surface so dust and dry dirt don’t cling. 
Dirt stays on surface for easy removal. 
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I’m also interested in: 

© Names of suppliers of 
anti-slip floor waxes con- 
taining ‘‘Ludox’’. 


O More information about Name 











UDO 
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Guest Editorial 





American Heart Association © 


by Rome A. Betts 


Executive Director, 
American Heart Association 
New York, New York 


Amore the chief beneficiaries of 
the comprehensive program of 
the American Heart Association and 
its affiliates are the nation’s hos- 
pitals and the millions of patients 
they serve. 

And appropriately so! 

For a hospital, Bellevue on New 
York’s East Side, is commonly 
credited with being the birthplace 
of the American Heart Association. 

It was in 1912 at Bellevue Hos- 
pital that the first “social service 
cardiac clinic for working adults” 
was formed, as the late Dr. Hubert 
V. Guile and his assistants sought 
to enable heart patients to continue 
self-supporting occupations without 
jeopardizing their health. 

A report published by Dr. Guile’s 
team in 1914 spurred a group of 
physicians to band together in 1916 
to form “The Association for the 
Prevention and Relief of Heart 
Disease.” This was the forerunner 
of the New York Heart Association 
which some years later took the 
lead in establishing the American 
Heart Association. 

From 1924 until 1948, the Amer- 
ican Heart Association was a medi- 
cal and scientific society with pro- 
fessional members only. In the 
latter year it was reorganized as 
a national voluntary health agency 
admitting lay members for the first 
time. Today, ten years later, the 
American Heart Association has 57 
affiliates covering all 48 states, 
Puerto Rico, Hawaii and Alaska, 
and conducts a multi-faceted pro- 
gram of research, professional and 
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public education, and community 
services for heart patients. 

A large percentage of these ac- 
tivities are conducted in hospital 
settings or in cooperation with hos- 
pital staffs. Indeed, as many HOS- 
PITAL MANAGEMENT readers. are 
aware, the activities of the Ameri- 
can Heart Association and _ its 
affiliates and those of American 
hospitals are so complementary that 
in many localities a working 
“partnership” exists between the 
Heart Association and the hospital. 


Areas of Cooperation 


One area graphically illustrating 
the close relationship between 
Heart Association and hospitals is 
rheumatic fever prevention. For ex- 
ample, the cooperating agencies in 
the local program for secondary 
prevention of rheumatic fever in 
Denver include the Colorado Heart 
Association and the University of 
Colorado Medical Center with its 
two affiliates Colorado General and 
Denver General Hospital. 

Working together, these groups 
have played a major role in Colo- 
rado in stimulating the use of drugs 
for prophylaxis. Under a program 
adopted in 1957 and presently ad- 
ministered by the Heart Associa- 
tion, low-cost penicillin has been 
made available to all rheumatic 
fever patients throughout the state 
on special prescription. 

Another area of cooperation be- 
tween Heart Associations and hos- 


pitals has been the establishment 
and administration of Work Classi- 
fication Units. These units seek to 
demonstrate to the community at 
large that cardiacs can do useful 
and productive work provided their 
capacities are properly evaluated 
and they are selectively placed in 
occupations matched to these ca- 
pacities. 

The first Work Classification Unit 
in the country was organized by the 
New York Heart Association in 1941 
as part of an Adult Cardiac Clinic 
at Bellevue Hospital. Its work 
established that many cardiacs were 
physically able to work in offices 
and industry. However, it was 
recognized that many factors other 
than physical condition often de- 
prived cardiacs of suitable employ- 
ment. The result was the evolution 
of a team approach for the evalua- 
tion of cardiacs’ work capacity, 
meaning evaluation by a staff con- 
sisting of cardiologists, vocational 
counselor and medical social worker. 

Reporting on the early work of 
the first Work Classification Unit, 
the New York Heart Association 
said: “From our experience in New 
York City, we can attest to the ad- 
vantage of operating a Work Classi- 
fication Unit in a hospital setting. 
Consultation services and labora- 
tory facilities are readily available 
and make it possible to do a com- 
plete work evaluation within a short 
time.” 

The pattern developed at Belle- 
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‘HM’ Salutes 


Anthony W. Eckert 


President 
American College of Hospital Administrators 


® ANTHONY W. ECKERT is one of the most active men 
ever to be elected to the presidency of the American 
College of Hospital Administrators, the position that he 
holds for the year 1958-1959. He serves ordinarily as 
director of the Perth Amboy New Jersey General Hos- 
pital and in this capacity he is regarded as one of the 
ablest hospital administrators in the country. 

A quiet soft-spoken dignified man with the scholarly 
mien of a college professor, Mr. Eckert has been a lead- 
er in the field of hospital administration for many 
years. His opinions are eagerly sought and he is re- 
spected as the leading authority on organization and 
management in an emergency. 

Actually he collaborated on the book, “Emergency 
Medical Care in a Disaster—a Summary of Recorded 
Experiences” with Dr. John W. Baker, Anthony F. C. 
Wallace, Ph.D. and Jeanette F. Rayner, which was pub- 
lished in 1956. 

Mr. Eckert’s opinions on disaster planning in hospitals 
have greatly influenced the pattern of development of 
hospital organization in preparation for disaster. It was 
mainly due to to his efforts that the Joint Commission 
on Accreditation of Hospitals now requires every hos- 
pital to have a disaster plan before it can be accredited. 

Tony Eckert has always been in the forefront of Col- 
lege activities. From the time he was elected a Fellow 
in the College in 1948 he became one of its leaders. He 
served two terms on the Board of Regents and has been 
a member of its various committees. Among others he 
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has served on the Executive Committee, the Institute 
Planning Committees, the Committee on Examination 
Development and the Joint Committee with the Amer- 
ican Hospital Association. He has also been a member 
of the faculties of numerous institutes conducted by the 
College and by the American Hospital Association. 

Mr. Eckert started out to be a banker. He obtained 
a bachelor of science degree from Columbia University 
and graduated from the Institute of Banking. He served 
as administrator of Fitkin Memorial Hospital in Nep- 
tune, New Jersey, during which time his service was 
interrupted so that he could serve as a major in the 
United States Army stationed in Fitzsimmons General 
Hospital in Denver, Colorado. 

A staunch supporter of the Blue Cross, he is vice 
president and director of the Perth Amboy Hospital 
Service Plan. 

In his own state he is acknowledged as a leade in 
the hospital field having served as president and trustee 
of the New Jersey Hospital Association, president of 
the MidAtlantic Hospital Association, member of the 
Board of Control of Hospital Licensure in New Jersey 
and of the Governor’s Commission for study of Public 
Medical Care. 

HOSPITAL MANAGEMENT takes great pride in salut!ng 
this scholar, gentleman and leader in the health ficld. 
We take this occasion to wish him well in guiding the 
destinies of the profession of hospital administration {or 
the coming year. a 
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on a patient. 


NEW Cuvity ADHESIVE | 


Bauer « Black 


DIVISION OF THE KENDALL COMPANY 





AUGUST, 1958 For more information, use postcard on page 139 








A Visit To The Hospital 


By Francine Chase. Crosset & Dunlap, New 
York. pp. 68. $1.50. 


@ A WONDERFUL WAY to prepare a 
child for his first encounter, as a 
patient, with a hospital is to ac- 
quaint him with this book. Easy, 
and entertaining to read, the book 
is recommended for children in the 
age group of six to eight years. It 
should do a great deal to quell any 
anxiety the child may develop as 
a result of his approaching con- 
finement. The book, written under 
the supervision of Dr. Lester L. 
Coleman, tells the story of a little 
boy’s indoctrination into the ex- 
perience of a hospital visit for mi- 
nor surgery. It is done by the child 
asking questions of his parents and 
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the family doctor about the opera- 
tion and hospital visit, and by the 
intelligent and interesting manner 
in which they answer his queries on 
all points. The way in which the 
author explains the many things 
seen and experiericed by the child 
during his hospital stay is a very 
good reason in itself for giving this 
book to a prospective little patient. 
Most of the action in the story is 
well-illustrated by James Bama. ® 


Hospital Acceditation 
References 


Published by the American Hospital Asso- 
ciation, Chicago, Ill., pp. 136. $3.50. 


™ THIS NEAT LITTLE VOLUME con- 
tains some useful but unorganized 
material on principles and practices 
acceptable to the Joint Commission 
on Accreditation of Hospitals. 

The references are narrow in 
scope but generally cover rulings 
of the Commission in response to 
specific inquiries. This may be mis- 
leading as a new set of circum- 
stances might bring about an en- 
tirely different answer. This vol- 
ume does not come anywhere near 
replacing the Manual of Hospital 
Standardization which was written 
by the late Malcolm T. MacEach- 
ern, M.D., and published by the 
American College of Surgeons. A 
revival of the manual would per- 
haps have served the field much 
better than a loose collection of 
arbitrary rulings. 

One very interesting change 
noted in the Model Bylaws of the 
Medical Staff suggested by the Joint 
Commissions, is the elemination of 
the phrase “to initiate and main- 
tain self-government” from the 
purposes of the medical staff which 
was formerly a standard part of 
the model bylaws. 

There are other subtle changes 
that have taken place. Every ad- 
ministrator should read through 
the Hospital Accreditation Refer- 
ences most carefully particularly 
as regards dealings with the medi- 
cal staff. He may be agreeably sur- 
prised. C.U.L. = 


Challenges To Contemporary 
Medicine 


By Alan Gregg. Columbia University Press, 
New York. pp. 120. $3.00. 


™ THIS LITTLE BOOK reflects the 
thinking of one of the great medi- 
cal philosophers of our day. It pen- 
etrates deeply into some of the 
fundamentals of health care and is 
well worth the time of any admin- 
istrator, nurse, sociologist, phy- 
sician or other member of the 
health team who wants to contem- 
plate his activities from a loity 
viewpoint. Recommended for seri- 
ous reading. C.U.L. s 


Specialties in General Practice 


By Russell L. Cecil, M.D. and Howard F. 
Conn, M.D., W. B. Saunders Company, 
Philadelphia, 1957. pp. 780. $16.00. 


™ THE SECOND EDITION of this ex- 
cellent volume is a remarkable 
handbook that every general prac- 
titioner should have. Every hospital 
library should contain a copy, par- 
ticularly where these are many 
general practitioners on the staff. 
It could be very helpful to com- 
mittees of the medical staff who 
are working on such things as med- 
ical and surgical privileges, surgi- 
cal evaluations and medical audits. 
Highly recommended. a 
C.U.L. 


Concise Anatomy 


By Linden F. Edwards, Ph.D., Ohio Siate 
University Press, Columbus, Ohio. pp. 502. 
$7.50. 


® THIS BOOK IS A DIFFERENT ap- 
proach to the study of anatomy. 
The human body is described by 
regions rather than by systems and 
is geared to laboratory dissections. 
The text is illustrated with line 
drawings but these leave much to 
be desired. The representations are 
poorly done and this detracts from 
the usefulness of the book. It might 
be useful in the hands of a skilliul 
teacher but is not for general use 
by nurses or students of the para- 
medical professions. cut. = 
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Hospital Calendar 





American Hospital Association, 
Palmer House and _ International 
Amphitheatre, Chicago, Illinois. 


Bt ais 


21-24 . 


23-24 . 


23-24... 


25. 


26-29 . 





27-29 .. 


. American 





Idaho Hospital Association, Elks 
Temple, Boise, Idaho. 


Hospital Association of Rhode 
Island, Sheraton-Biltmore Hotel, 
Providence, Rhode Island. 


The American Dietetic Associa- 
tion, Benjamin Franklin and Belle- 
vue Stratford Hotels, Philadelphia, 
Pennsylvania. 


Mississippi Hospital Association, 
Hotel Heidelberg, Jackson, Mis- 
sissippi. 


Nebraska Hospital Association, 
Sheraton-Fontenelle Hotel, Omaha, 
Nebraska. 


American College of Osteopathic 
Hospital Administrators, National 
Institute, Statler Hotel, Boston, 
Massachusetts. 


Osteopathic Hospital 
Association, Statlar Hotel, Boston, 
Massachusetts. 


Ontario Hospital Association, 
Royal York Hotel, Toronto, On- 
tario, Canada. 


November 


3-5.. 





Maryland-District of Columbia- 
Delaware Hospital Association, 
Hotel Shoreham, Washington, 
BG. 


10-14... 


13-14... 


19-21... 


Association of Inhalation Thera- 
pists, Kingsway-Ambassador Ho- 
tel, St. Louis, Missouri. 


Arizona Hospital Association, 
Westward-Ho Hotei, Phoenix, Ari- 
zona. 


January 1959 


23-24... 


April 


8-10... 


Missouri Hospital Association, 
Hotel President, Kansas City, 
Missouri. 
Alabama _ Hospital Association, 
Admiral Semmes Hotel, Mobile, 
Alabama. 


Southeastern Hospital Conference, 
Atlanta Biltmore Hotel, Atlanta, 
Georgia. 


27-May | National Association for Practi- 


May 


. Tennessee 


cal Nurse Education, Inc., the 
Netherland Hilton Hotel, Cincin- 
nati, Ohio. 


Hospital Association, 
Andrew Jackson Hotel, Nashville, 
Tennessee. * 











4 
z 18-2 . . Biological Photographic Associa- 
= tion, Shoreham Hotel, Washing- 
e ton, D. C. 
S 
- September 
e 
- 8-1) . . American Nursing Home Associa- 
y tion, Sheraton Palace Hotel, San 
‘ Francisco, California. 
s 
18-19 . . American Osteopathic Hospital 
Association, Northwest Institute, 
Multnomah Hotel, Portland, Ore- 
F, gon. 
y: 
24-25 . . Southwestern Pennsylvania Hospi- 
tal Accountants Association and 
- the Hospital Council of Western 
le Pennsylvania, Roosevelt Hotel, 
ts Pittsburgh, Pennsylvania. 
al 
Ne . Florida Chapter of the American 
Association of Hospital Account- 
y ants and the Florida Hospital As- 
i. sociation, Helen Hamil, Chapter 
\- Secretary, Mercy Hospital, Miami, 
0 Florida. 
|- 
i- 28-30 . . American Association of Hospital 
s. Accountants, Traymore Hotel, At- 
s lantic City, New Jersey. 
Li, 
October 
te 8-9 .. Vermont Hospital Association, 
2. Hotel Vermont, Burlington, Ver- 
mont. 
tia 9-10 . . Colorado Hospital Association, 
y: Cosmopolitan Hotel, Denver, Col- 
oy orado. 
id 
iS. 13-14. . Oregon Association of Hospitals, 
ne Gearhart Hotel, Gearhart, Ore- 
to gon. 
re 
m 13-16, . . American Association of Medical 
at Record Librarians, Statler Hotel, 
il Boston, Massachusetts. 
e 
a6 15-16 . . Washington State Hospital Asso- 
s ciation, Winthrop Hotel, Tacoma, 
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Schedule of Events for the A.C.H.A. 


(Charter Fellows and Past Presidents) 


Arthur C. Bachmeyer Memorial Address 


. 16 10:00 a.m. Meeting of Board of Regents 
6:30 p.m. Seventh Annual Charter Dinner 
. 17 10:30 am. 
2:30 p.m. Candidates Assembly 
3:30 p.m. Convocation 
7:00 p.m. Annual Banquet and 
18 9:30 a.m. General Membership Assembly 
19 8:00 am. New Nominee Breakfast 
20 8:30 A.M. 


Meeting of Nominating Committee 


Breakfast meeting of New Board of Regents 







Palmer House 
Hotel Sherman 


Palmer House 
Orchestra Hall 
Orchestra Hall 


Palmer House 
Int’! Amphitheater 


Palmer House 


Palmer House 








AN INVITATION TO 
ADMINISTRATORS, 


PERSONNEL AND 
PUBLIC RELATIONS 
DIRECTORS: 


If your hospital is not 
Sa 


among the 1087 now using 
the method and education- 
al materials we provide to 
secure the active interest of 


employees in safety, waste 
STE 


prevention, cutting costs, 


and improving personnel, 
NEN AIT IE 


patient and public relations, 





we'd like to have you ex- 


amine this low-cost program. 
EEE. 
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hospital which won NSC 


Grand Award for Safety; 


a hospital which saved 
REE 
$40,000 in insurance pre- 
DN) LA LL REL TE 
miums in one year, etc. 
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SEE THE PROGRAM AT 
EXHIBIT BOOTH 674 
AHA CONVENTION 

CHICAGO, ILL. 
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A.C.H.A. Activities 





NEWS and VIEWS from the American College of 
Hospital Administrators 


The College will be co- 

operating with HOSPITAL 

MANAGEMENT in its com- 

memoration of Dr. Mal- 
colm T. MacEachern on the desig- 
nated Memorial Day, August 16 by 
holding an open house at its head- 
quarters office during the afternoon, 
from 1:00-5:00 P.M. The famed 
portrait of “Dr. Mac” will be on 
display, along with a designer’s il- 
lustration of the proposed Malcolm 
T. MacEachern Memorial Room that 
will be created at the new AHA 
building and future staff head- 
quarters for the College. 

This special Memorial room has 
been made possible by a generous 
$7,000 grant from students and 
alumni of the course in hospital ad- 
ministration of Northwestern Uni- 
versity. 


Plans for another Con- 

vocation are being for- 

mulated by the College, 

for the twenty-fourth 
annual ceremony initiating new 
members to the society and advanc- 
ing members to the status of Mem- 
bership and Fellowship. 

At this writing, the College plans 
to welcome 100 members into Fel- 
lowship while approximately 225 
Nominees will advance to Member- 
ship. 

The College will accept about 325 
new Nominees this year. 

This Convocation ceremony will 
be held at Orchestra Hall, home of 
the Chicago Symphony Orchestra, 
216 South Michigan Avenue, just a 
few blocks from the Palmer House, 
site of the national Convention of 
the American Hospital Association. 

The Convocation will take place 
at 3:30 p.m. on Sunday afternoon, 
August 17, 1958. 


The Tenth Annual Ar- 
thur C,. Bachmeyer ad- 
dress will be delivered 
by Ordway Tead, vice 
president of Harper and Brothers, 


For more information, use postcard on page 139 


New York. Mr. Tead will discuss 
“Reflections on the Role of Admin- 
istration.” 

The annual Bachmeyer address 
was initiated in 1938 by alumni of 
the course in hospital administra- 
tion of the University of Chicago, 
as a tribute to the memory of Dr. 
Arthur C. Bachmeyer, physician, 
administrator, educator and dis- 
tinguished leader in the hospital 
field. 

Dr. Bachmeyer was director of 
clinics, associate dean, Division of 
Biological Sciences and director of 
the Course in Hospital Administra- 
tion at the University of Chicago 
from 1935 until his retirement in 
1951. He died in Washington, D. C., 
May 22, 1953. 


Special honors were re- 

cently conferred upon 

three Fellows of the 

College in recognition of 
their outstanding achievements in 
the field of hospital administration 
and related contributions to allied 
health fields. 

Mr. Ray E. Brown, Regent and 
superintendent of the University of 
Chicago Clinics, received an hon- 
orary degree of Doctor of Humani- 
ties at Wake Forest College, Win- 
ston-Salem, North Carolina. 


Mr. Brown Mr. Twitty 
Mr. Bryce L. Twitty, Regent and 
administrator of the Hillcrest Medi- 
cal Center, Tulsa, Oklahoma, was 
the recipient of an honorary Doctor 
of Humanities degree from the Uni- 
versity of Tulsa. This award was 
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For 
Liquid Oxygen... 


It’s LINDE! 


More hospitals can now enjoy the advantages 
of liquid oxygen storage. LINDE’s expanded 
service provides three distinct supply systems 
that meet the needs of large, medium 

and smaller oxygen consumers. 


ATX LIQUID STORAGE AND CONVERTER > 
A new LINDE system with 25,000 cu. ft. capacity — brings 
advantages of a liquid supply to hospitals that could not 
before utilize liquid oxygen. Constantly supplied and 
maintained by LINDE or your local LINDE distributor. 


LC-3 LIQUID CYLINDERS 
Convenient, easy-to-handle cylinders of liquid oxygen, each hold- 
VCC-90 LIQUID STORAGE AND CONVERTER ing the equivalent of 3000 cu. ft. of gas. Can be manifolded to 
Provides ample liquid oxygen for larger users. Unit contains equiv- provide a continuous supply to a piping system or can be used 
alent of 90,000 cu. ft. of gaseous oxygen. at the bedside. 


To learn more about the convenience, efficiency, and economy of 

these liquid oxygen systems, just call your nearby LINDE distributor 

or LINDE office. Or write to Dept. HM8, LinDE ComPANy, Division of : 

Union Carbide Corporation, 30 East 42nd Street, New York 17, N. Y. UNION 
Offices in other principal cities. In Canada: Linde Company, Division oy Nr isi) e) = 


of Union Carbide Canada Limited. TRADE-MARK 


The terms ‘‘Linde’’ and “Union Carbide”’ are registered trade-marks of Union Carbide Corporation, 
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made in recognition of his services 
to the community as administrator 
of Hillcrest. 


Mr. Hahn 


Mr. Jack A. L. Hahn, superin- 
tendent of the Indianapolis Method- 
ist Hospital, Indianapolis, Indiana, 
was awarded the honorary Doctor 
of Laws degree by Evansville Col- 
lege, Evansville, Indiana. e 





KEMLER 
Continued from page 7 


tics, can expect to be a_ hospital 
patient once every eight years. In 
the future, I think that we are going 
to be hospital patients oftener than 
that because we will go to the hos- 
pital when we are not necesarily 
sick. We will go to the hospital as 
out-patients under intensive treat- 
ment and then return to our job 
rather than spend days lying around 
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at home waiting to recover from 
some ailment. We are going to live 
longer. 


Future Equipment 


The hospital of tomorrow will be 
filled with equipment not yet 
dreamed of. Ultrasonic instrument 
cleaners and electronic machines 
are just the forerunners of some 
of the amazing things that are going 
to change the operation of the hos- 
pital. 

The hospital of the future will 
have no kitchen. It will have tre- 
mendous deep-freeze areas, the die- 
titian will order a given number of 
cases of a pre-selected menu of 
roast beef, peas, mashed potatoes, a 
tossed vegetable salad, a dessert and 
fresh rolls. These will come out all 
packaged on disposable foil plates. 
It will come out of the deep freeze 
on a conveyor belt, pass over some 
sonic or tronic device to heat it, 
then on to a disposal tray and into 
the patient’s room. When the pa- 
tient has finished, the whole thing 
will be thrown into an incinerator 
and no dishes to wash! Safer and 
cheaper! Food untouched by human 
hands carries no infection! 

We are now experimenting with 
high pressure (jet) administration 
of medications instead of intra- 
muscular needle injections. The 
needle is probably on its way out! 
There will also be many new meth- 
ods and new types of anesthesia. 


New Organization 


A totally new type of organiza- 
tion chart will be found for tomor- 
row’s hospital. Within one hospital 
we will see several people in ad- 
ministrative capacities — not as 
heads of departments covering the 
whole hospital but as managers of 
a specified number of rooms. These 
people will be totally responsible, 
‘round the clock, for patient and 
building care. We’ll cut through the 
red tape ... it has long been my 
opinion that hospitals are second 
only to government in red tape. 
There will be simplified charting 
forms; many of us are already using 
these. We will put supplies back 
at the doctor’s finger tips without 
losing our control over them. 

/ Tomorrow’s hospital will be re- 
sponsible for everything that has 
to do with the health and welfare 
of the people of its community. 
There will be a lessening of the 
overall cost of the health care of our 
nation. The hospital will eliminate 
tremendous duplications in which 


health agencies now bid against 
each other for the services of pro- 
fessional people to the detriment of 
the health of our nation. 

The professional person will be 
part of a health team, made up of 
the physician and hospital person- 
nel of all categories.!The registered 
nurse will do in one central unit, 
the work now duplicated by the 
doctor’s office nurse, the dentist’s 
nurse, the Red Cross nurse, the 
public health nurse and the patient's 
bedside nurse. 

The hospital of tomorrow will 
have a disaster preparedness pro- 
gram. Instead of two or three out- 
side agencies coming into a strange 
community to take over, at time of 
disaster, with tremendous duplica- 
tion and waste of personnel time 
and supplies — the hospital which 
is staffed for these emergencies will 
take over and get additional help 
from their neighboring hospital 
which is similarly staffed. We will 
see school buildings designed for 
easy conversion into emergency 
hospitals. We will see all this con- 
trolled at the local level by boards 
made up of civic minded men and 
women. They will maintain an au- 
tonomy of operation while con- 
forming to standards established by 
a state, regional or federal health 
welfare commission. 

“The hospital of tomorrow will be 
an all inclusive health care unit... 
from birth to death . . . from dis- 
aster planning to health education 
to preventative medicine to acute 
care . .. centered in one operation 
— resulting in less cost, less wasted 
personnel time and better health 
for all our people. Ea 





What Is Good? 
by John Boyle O'Reilly (1844-1890) 


“What is the real good?” 

I asked in musing mood. 

Order, said the law court; 

Knowledge, said the school; 

Truth, said the wise man; 

Pleasure, said the fool; 

Love, said the maiden; 

Beauty, said the page; 

Freedom, said the dreamer; 

Home, said the sage; 

Fame, said the soldier, 

Equity, the seer;— 

Spake my heart full sadly, 

“The answer is not here.” 

Then within my bosom 

Softly this I heard: 

“Each heart holds the secret: 

Kindness is the word.” 
—The Medicovan 
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The new DIRECT-PURCHASE PLAN inaugurated by the Surgical Products Division, American Cyanamid Company, is 
another important step in our progressive program designed to bring you continually better products and service at the 
lowest possible cost! 
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INSURANCE 
Continued from page 16 


per $100 of fire insurance. If the 
base rate is reduced 40 percent in 
consideration of an 80 percent co- 
insurance clause, then the chart on 
page 16 would be valid. 

The advantage of a reduced rate, 
and the possibility of buying more 
dollars of insurance protection for 
the same amount of money, or per- 
haps less, is not at all diminished by 
the possibility of being penalized by 
the coinsurance clause. All tha‘ is 
required to avoid such a penalty is 
that the hospital administrator, or 
the person delegated by him to pur- 
chase the insurance program, un- 
derstand the workings of the clause, 
and comply with its requirements. 

There are three ways in which the 
insurance buyer can make sure that 
the coinsurance requirements will 
be satisfied. 


1. In jurisdictions which permit 
it, the hospital and the insurance 
company may come to an agreement 
as to the amount of insurance which 
will satisfy the clause. This agree- 
ment may stand for as long as six 
months. If the agreement is written 
into the policy it is called an 
“agreed amount clause.” 


2. The hospital may employ a firm 
of appraisal engineers who will de- 
termine the actual insurable value 
of the buildings. The work of ap- 
praisal engineers is generally ac- 
ceptable to insurance companies. 
There are advantages to appraisals 
other than for the satisfaction of 
the coinsurance clause, but they 
will be discussed separately. 


3. Perhaps the easiest way is by 
buying more insurance than is re- 
quired. The coinsurance clause re- 
quires a minimum percentage of the 
value be insured. It does not specify 
a maximum. The dangers of appre- 
ciation’s upsetting the percentage, 
or of additions to plant not being 
made part of the insurance calcula- 
tions, are avoided by this simple ex- 
pedient. Too, there is the advantage 
of more dollars of protection in the 
event of a total loss. 

Going back to the chart compar- 
ing coinsurance percentages, rates, 
and premiums, if that $1,000,000 hos- 
pital plant were insured with a 100 
percent coinsurance clause in the 
amount of $1,000,000 the resulting 
premium of $5,400 would still be 
less costly than $600,000 worth of 
fire insurance purchased without 
coinsurance. a 
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Many problems in hospital administration can 


be traced to poor human relations which, in turn, 


result from weakness in supervision. 


Supervisory Development 


“§ SUPERVISION means, in a limited 
sense, the immediate overseeing 
and direction of work. Although 
this remains a major part of the 
first line supervisor’s job, super- 
vision is also considered to be a 
participating part of management. 
This trend accompanies the grow- 
ing philosophy of leadership rather 
than the autocratic dominance of 
manager over worker. 

The analysis of executive skills 
proposed by Robert Katz of the 
Tuck School of Business Adminis- 
tration at Dartmouth seems to offer 
a simple but carefully considered 
breakdown and point of departure 
which may be applied to the su- 
pervisor as well as to the adminis- 
trator. Katz recognizes three gen- 
eral areas of management skills: 

1. Conceptual, the skills which 

would be involved in broad 
planning and policy formula- 
tion 

2. Human relations 

3. Technical skills 

In Katz’ concept, the need for the 
first category, conceptual skills, is 
primarily at top policy formulation 
level, with varying proportions of 
the three skills noted at different 
management levels. Conceptual 
skills, however, are related to 
breadth of viewpoint. There seems 
to be a need for supervisors in the 
hospital to understand the total or- 
ganization of the hospital and the 
ways in which it serves and is re- 
lated to its community. The broader 
the picture which the supervisor 
can develop, the more effective be- 
comes the coordination with other 
departments and participation with 
administration in planning and im- 
proving the operation of the hos- 
pital generally. 


Human Relations 


The second group of skills Katz 
designates as those of human re- 
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lations; obviously this grouping 
provides infinite possibilities of 
subdivision. The problem of under- 
standing others and of making 
plans and programs. effective 
through others pervades every as- 
pect of hospital operation. In the 
hospital the ratio of employees to 
patients is often two to one. The 
reason for the institution’s existence 
is personal service. 

Attitudes may be not only the 
deciding factor in whether the 
guest’s stay will be pleasant but 
also an important factor in the pa- 
tient’s progress toward health. The 
skills of human relations underlie 
the whole program of the hospital. 
The human relations viewpoint of 
administration and supervison will 
affect the personnel organization 
generally—those with whom the pa- 
tient has most contact. 

Aside from the obvious need of 
developing sound relationships 
within the department and between 
departments, the supervisor is faced 
with a whole gamut of human re- 
lationships and problem situations. 
The formal channels of communica- 
tion, for instance, might possibly be 
included in the last category of 
Katz’ outline having to do with 
techniques, but communication in 
its own right is a human relations 
problem. Indeed, it is above the ele- 
mentary level of grunts and calls. 
Communication is one of the most 
obviously human traits and involves 
some very human problems. 

Languages, hieroglyphs and al- 
phabets have been with men for 
countless ages, and the misunder- 
standings in communication are 


likewise countless. There remains 
plenty of communication territory 
to explore and, in this territory, ac- 
tive listening and thoughtful in- 
terpretation loom importantly. 
Books such as (S.I.) Hayakawa’s 
Language, Meaning and Maturity, 
or Mason Haire’s Psychology in 
Management, offer some thought 
provoking stuff which may well 
precede the consideration of formal 
channels. 

The skills involved in leadership 
and discipline are others which we 
are all constantly utilizing. Douglas 
McGregor’s Getting Effective Lead- 
ership into Business remains one 
of the most satisfactory discus- 
sions of this subject. This paper, 
which premises the need for em- 
ployee security and participation 
based on executive attitudes, pro- 
vision of adequate knowledge in 
the work situation, and consistent 
discipline, first appeared in the 
Journal of Consulting Psychology 
in 1944, but was included recently 
in a book of rather outstanding se- 
lections on Human Factors in Man- 
agement compiled by Schuyler D. 
Hoslett. 

Understanding people and their 
complex motives and reactions is 
something more than _ observing 
them. But without observation and 
actual acquaintance with people, 
analysis is apt to be a bit sterile. 
The studies of clinical psychology, 
sociology and anthropology help to 
some extent. Herbert Finer, in his 
book Education for Administration 
of Nursing Services, has included in 
his bibliography a number of 
novels. His idea is that most novel- 
ists have been concerned from time 
immemorial with human relations. 
The great novels and novelists are 
those which provide some real in- 
sight into the complexities of hu- 
man relations. In any event, the op- 
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™ THE PRINCIPLES OF GOOD MANAGE- 
MENT are sometimes followed, but 
they are seldom understood. This 
should not be surprising. Nowhere 
at any time have any such prin- 
ciples been named and numbered 
and organized into a workable sys- 
tem. 


This has happened despite the fact 
that such principles exist, that they 
are of great import in human affairs, 
that they are eternally unchange- 
able and universally applicable. The 
circumstances under which man- 
agement principles must be applied 
are changing all the time. This may 
make it difficult for us to grasp the 
principles themselves. 


Throughout history men have 
written and talked about various 
aspects of management. Only a few 
philosophers ever delved into the 
real fundamentals. The greatest of 
these was Aristotle, but even his 
writings in this field are little known 
and seldom quoted. Hundreds of 
authors have studied the manage- 
ment of particular kinds of enter- 
prises. Today there are many or- 
ganizations doing the same thing. 


Not until the American Institute 
of Management appeared on the 
scene, however, has there been an 
organized effort dedicated to making 
general administrative principles 
recognizable. No other group has 
attempted so thorough a use of 
comparative methods of manage- 
ment appraisal. No other group is 
so seriously seeking management 
principles that apply both inside 
and outside the limited administra- 
tive world of capitalistic business. 


This is very strange when one 
considers that all human society is 
confronted with identical manage- 
ment problems. When two or more 
individuals get together in any com- 
mon endeavor, we can assume they 
want the best possible result. They 
are forced to ask, “What shall we 
do, and how shall we do it?” The 
answers revolve around fundamen- 
tal principles that are never secular 
in character. In order to get good 
results, whether they are aware of 
it or not, executives must apply the 
following tenets of good manage- 
ment. 


1. Whatever the undertaking, its 
impact upon the public welfare must 
be helpful, never harmful. Every- 
one concerned must be made aware 
of this through actual practice as 
well as declared intention. Only 
thus can they unite their efforts to 


*Presented May 15, 1958 at the twenty- 
first annual convention of the Southeastern 
Hospital Conference. 
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achieve the general goal. Unified ef- 
fort develops character and tradition 
which make for both health and 
longevity and sets the pace in all di- 
rections. In the physical affairs of a 
hospital effort, this may be termed 
the social function. As regards an 
educational institution, it is the aca- 
demic function. For a business en- 
terprise, it is economic function. The 
principles remain the same. 

2. Communication between two or 
more members of any management 
team must be practical and result- 
producing. For this to be so, there 
must be well-understood lines of 
authority and responsibility. They 
must be subject to constant and 
careful adjustment as the organiza- 
tion grows in size and consequence 
and progresses with its undertak- 
ings. An organization chart is a 
technique. A smooth flow of infor- 
mation and of authority for action 
is a vital fundamental principle. 

3. The enterprise must exhibit a 
healthy growth of facilities, whether 
they come from gifts or profits de- 
rived from the merchandising of 
goods or services. These facilities 
must be located properly, and they 
must be kept useful. A _ poorly 
equipped and badly located hospital 
is no different, in the managerial 
view, from a high cost manufactur- 
ing plant improperly related to its 
raw materials and markets. Even 
churches must be cognizant of their 
locations and physical requirements. 

4. The members, shareowners, or 
proprietors of an enterprise must be 
encouraged to be cooperative and 
useful, whether through dividends 
or less material rewards. Individuals 
of moral substance must be in- 
duced to support the enterprise and 
reflect upon it the advantages of 
that substance. To accomplish these 
things the directing hierarchy must 
see that these people are well in- 
formed and receive proper consid- 
eration. Only thus can the enter- 


prise achieve good results and per- 
petuate itself. How to do this is a 
matter of techniques which are pe- 
culiar to the kind of enterprise and 
which vary with the circumstances 
and the period. That it must be done 
is a management principle as old as 
time. 

5. Management must get the most 
reliable, comprehensive, accurate, 
and up-to-date information avail- 
able. Research and development is 
not something concerned solely with 
a new discovery of singular im- 
portance to product manufacturers. 
It calls for constant study of all 
phases of any group activity, with a 
view to betterment, both as to ap- 
plication of principles and as to 
techniques. Management methods 
research must be undertaken to 
provide the basis for continuous 
necessary improvement in all as- 
pects of the enterprise. No phase of 
any activity is without promise of 
betterment, whether it be spiritual, 
moral, or physical. Such betterment 
need not nullify or neglect tradi- 
tion. It is a management principle 
of top rank to recognize the need 
for constant study, organized or 
otherwise, of all techniques with a 
view to possible change. 

6. The financial and other re- 
sources of any group effort are the 
life blood of its physical activity. 
They must be available, and avail- 
able in proper quantity, if the enter- 
prise is to continue to exist. Fiscal 
policy must at all times provide not 
only for the routine needs of the cr- 
ganization but also for whatever 
special problems are likely to arise. 
Management must look to the ex- 
perience of both its own and similar 
enterprises for evidence of the char- 
acter of these problems. Fiscal po!- 
icies must be adapted as circum- 
stances require. They always change 
at some time in the history of every 
organization. The need to fit finan- 
cial policies and practices to the im- 
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Tenets of Good Management 


1. The impact of the under- 
taking upon the public wel- 
fare must be helpful, not 
harmful. 

2. Communication between 
members of the management 
team must be practical and 
result-producing. 

3. The enterprise must ex- 
hibit a heaithy growth of 
facilities. 

4. The members, shareown- 


ers or proprietors of an enter- 
prise must be encouraged to 
be cooperative and useful. 

5. Management must _ get 
the most reliable, comprehen- 
sive, accurate, and up-to-date 
information available. 

6. Financial and other re- 
sources must be available in 
proper quantity. 

7. The trustees, directors, or 
guardians of an undertaking 


must be outstanding indi- 
viduals. 

8. The operating efficiency 
of an undertaking must be 
maintained at a_ favorable 
competitive level. 

9. The activity of the group 
must be sold or merchandised 
if the enterprise is to grow. 

10. The executive group 
must be men of obvious and 
superior integrity and ability. 
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mediate and long-term needs as in- 
dicated by experience, and to alter 
them as the result of constant study 
and alertness, is a management 
principle definitely related to sur- 
vival. 

7. The trustees, directors, or 
guardians of an undertaking who 
are charged with the responsibility 
of selecting the leadership must 
themselves be outstanding individ- 
uals. They must have a high moral 
sense of their responsibility and 
clear ethical insight. They must be 
morally incapable of any such prac- 
tices as simony or nepotism or put- 
ting their personal interests above 
those of the enterprise. They are 
best selected by democratic and 
representative means. They exercise 
the power of the organization. But 
they must realize that the only true 
authority they and their appointees 
have is that which has the sanction 
of morality. Moral authority rests 
upon the obligation of those who 
receive it to assume responsibility 
for the welfare of the total enter- 
prise, including the public and all 
individuals concerned. Such author- 
ity has the right to command and 
exact obedience. It is most effective 
only when it is in the hands of one 
responsible individual. These trus- 
tees or directors must be men of 
continuing value to the enterprise, 
not technicians but as policy mak- 
ers. They should be of larger stature 
than the enterprise and not just 
paid minions of it. Even a well- 
managed profit making organization 
does not secure its best guardians 
on the basis of monetary reward. 


8. The operating efficiency of an 
undertaking must be maintained at 
a favorable competitive level no 
matter what the product, service, or 
purpose. This is true even within 
the area of charitable, social, politi- 
cal, and spiritual endeavors. Com- 
petition is the law of continued ex- 
istence and growth in all organiza- 
tional activities. Management must 
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get the desired results and do it 
with the least possible cost. Every 
organization has a production or 
operating problem just as it has a 
research need, and it must be clear- 
ly understood and properly solved 
to be well managed. 

9. Everyone must persuade others 
to accept him, his services, his 
products, his ideas—be he doctor, 
lawyer, merchant or priest. In busi- 
ness this is selling, and every group 
activity must be sold or merchan- 
dized if the enterprise is to grow 
and prosper. Some people may not 
like the word sell for certain areas, 
but the function must be performed, 
whatever you call it. Such efforts 
need not be identified in the public 
mind as selling, however, and the 
techniques vary with the enter- 
prise, the occasion, and the pur- 
pose. Management must recognize, 
however, that they not only need 
to offer something that will be 
utilized and that will give satis- 
faction. They must also give pros- 
pective purchases or joiners rea- 
sonable encouragement. Even the 
best ideas and products have some- 
times failed because their pro- 
ponents were not sales conscious. 
The profit motive is not the basis 
of sales efforts. Profit making is 
merely the most conspicuous ac- 
tivity that depends on the need to 
sell. 


10. The quality of the executives 
in any enterprise is much more 
important than the quantity of 
money. It is the most important 
single aspect of the entire activity. 
To be successful, the executive 
group must be men of obvious and 
superior integrity, ability, and in- 
dustry. They must be thoroughly 
devoted to the purposes of the en- 
terprises and must accept those 
purposes as their own. They must 
care so much about getting things 
done they are eager to take the 
responsibility themselves. They 
must have the foresight to provide 


for continued good leadership after 
themselves. To do this, they must 
locate, employ, train, develop, ad- 
vance, and retain men of unusual 
talents and character, while proper- 
ly separating those that inevitably 
fall by the wayside. All this they 
must do while instilling unity of 
command through their expression 
of the moral sense and authority 
of the enterprise and the public, 
and they must do this so as to win 
proper public approval. They must 
build teamwork. These require- 
ments are not limited to the profit 
making corporation—they are fun- 
damental wherever men join to- 
gether for a common _ purpose, 
whatever the inspiration and the 
motive, commercial, divine, or 
other. 

The American Institute of Man- 
agement has found it necessary to 
concern itself with techniques as 
well as principles in its compara- 
tive appraisal work. Even the best 
principles can fail to get results 
if they are badly applied. It is by 
studying innumerable examples of 
the techniques that get desired re- 
sults that we strive to be able, first, 
to identify and state sound princi- 
ples, and second, to determine the 
degree to which each management 
consciously or unconsciously selects 
and lives up to fundamental man- 
agement principles. 

To be well managed, an organ- 
ization must have sound purposes 
and use good techniques. To be ex- 
cellently managed, it must con- 
sciously work to see that these 
techniques and practices fit within 
the growing framework of true ad- 
ministrative principles. 

There seems to be no field of 
American enterprise in which good 
management is in greater need or 
more difficult to achieve than in 
hospital service. The increased costs 
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Keep Nurses 


in Nursing 
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Part Il 


To Work or Not to Work 


We have looked at some of the things involved in 
job satisfaction in nursing. Let us now turn directly 
to the question of keeping nurses in nursing. First, we 
should ask, how many are there who are not “in” but 
who are qualified graduate nurses? Is there any con- 
siderable reservoir or potential supply of graduate 
nurses who are not working? The most frequently 
mentioned reasons why Kansas City nurses left their 
last job were related to their husbands or children 
(figure 1). These people were not pushed out for rea- 
sons relating to the job itself; they were pulled by 








Fig. 1. Reasons Given by Kansas City Nurses for Leav- 
ing Their Last Job. 


No one “Miscellaneous Reason” accounts for more 
than two percent of the total. 
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Fig. 2. The Labor Force Status of Kansas City Nurses. 
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Fig. 3. What Kansas City Graduate Nurses Are Doing. 
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Fig. 4. Fields In Which Working Nurses Are Employed. 


*One-half of this group consists of nurse anesthetists, 
surgical assistants and clinic nurses. One-sixth of them, 
although they remain in the health field and are regis- 
tered nurses, are not actually nursing. These include 
such persons as medical librarians, physical therapists, 
laboratory technicians, x-ray technicians, and others. 
The remaining third of this group is composed of 
nurses who are employed by nursing organizations, 
registered nurses who are in school, and those who are 
in the armed forces. 


Part | of this article in the July issue of Hospital Management. 
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Fig. 5. Labor Force Status of Kansas City Nurses Ac- 
cording to Their Age. 
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Fig. 6. Labor Force Status of Kansas City Nurses Ac- 
cording to Their Marital Status. 
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Fig. 7. The Percentage of Kansas City Nurses in Var- 
ious Fields Who Are Married. 


*One-half of this group consists of nurse anesthetists, 
surgical assistants, and clinic nurses, one-sixth of them, 
although they remain in the health field and are regis- 
tered nurses, are not actually nursing. These include 
such persons as medical librarians, physical therapists, 
laboratory technicians, and others. The remaining one- 
third of this group is composed of nurses who are em- 
ployed by nursing organizations, registered nurses who 
are in school, and those who are in the armed forces. 
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Fig. 8. The Annual Income of Kansas City Nurses Who 
Work Full Time According to Their Marital Status. 


These income figures are for the year 1953 and thus 

do not represent absolute income as it would appear 

currently. However, in spite of inflation, the relation 

between marital status and income would be expected 
to remain constant. 


forces which were not associated with the particular 
position which they held. 

The Kansas City findings are not unrelated to 
Bullock’s discovery that three-fourths of his sample 
of Ohio nurses worked only for pin money to supple- 
ment their husband’s incomes or planned to stop work- 
ing as soon as they married. Nearly a third of the 
Kansas City nurses did not go back to work at all 
after leaving their last job and only about half of them 
were employed full time at the time of the survey 
(figure 2). This means that at least 731 graduate nurses 
in Kansas City were not working at all. Projecting 
these figures to a metropolitan area the size of Chi- 
cago, it means that there are at least (a minimum esti- 
mate) 4,933 graduate nurses not working at all there.* 
A rough minimum estimate of the number of graduate 
nurses who are not working can be arrived at for any 
community simply by dividing its population by 1,000. 

The proportions of nurses employed in various fields 
(figure 3) as compared to the proportion who are 
housewives shows what a small proportion of nurses 
are working at any job other than nursing. Even of 
this small group, most are still employed in the health 
field in such positions as medical librarians or physical 
therapists. The actual number of nurses who are clerk- 
ing in stores, running hat shops, or the like is very 
small. Figure 3, however, presents a distorted picture 
if one is interested in the distribution of working nurses 
among the various fields of nursing. For this reason 
figure 4 is included. 

The idea has no doubt occurred to some readers that 
most of those 731 Kansas City nurses who don’t work 
are probably retired. Actually, however, a larger pro- 
portion of the nurses 60 and over are working full time 
than are those between 30 and 39 years of age (figure 
5). It should be of interest to those who struggle to 
educate student nurses, that little more than half of 
them work full time during the first decade out of 
school. Because there are different numbers of nurses 
in each of the age groups (figure 5), the percentages 
represent different numbers, too. For example, there 
are 132 nurses in the oldest age bracket so the 30 per- 


*The term “at least" is used because in locating nurses, those 
most likely to be missed, and therefore not included in the survey, 
were nurses who had not worked for a number of years and were 
not known in the community as nurses. It can be assumed that the 
actual proportion of nonworking nurses is higher than the propor- 
tions included in the survey. 
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cent not working at all represents only 39 nurses. On 
the other hand there are 711 nurses in the 20 to 29 
year old group so that the 30 percent not working 
there represents 213 nurses. Obviously, age by itself 
does not explain the absence of these nurses from the 
labor force. 

Unlike age, marital status of the nurse appears to 
have something to do with whether or not she is work- 
ing. Figure 6 shows 85 percent of the unmarried nurses 
working full time and only six percent of them not 
working at all. Contrast this to the married nurses, 
only 37 percent of whom work full time and 43 percent 
of whom do not work at all. Marital status appears 
to be related not only to whether or not a nurse is 
working but, if she is working, it is also related to 
what kind of nursing she is doing (figure 7) and how 
much money she is making (figure 8). 

Most research is in accord with the Kansas City 
finding that marital status has a lot to do with whether 


or not nurses are working. However, Bressler and. 


Kephart, in their investigation of a statewide sample 
of Pennsylvania nurses, carried their reasoning a step 
further.’ Taking all 1940 graduates, they divided them 
into a high-longevity group and low-longevity group. 
The former had spent most of their time since grad- 
uating at work while the latter had worked compara- 
tively little. As in Kansas City, they found that the 
high-longevity group were less likely to be married 
than the low-longevity group. But—and here is where 
their work goes beyond that of others—they note that 
even though they are less likely to be married than 
those who do not work much, there are plenty of 
married nurses in the high-longevity group, that is, 
among those who do work a lot. As a matter of fact 
two-thirds of the high-longevity group were married. 
They then ask, what is associated with marriage? And, 
as we might guess, they decided to look at the pres- 
ence of children. 

They found that the high-longevity group was more 
likely to be childless than the low-longevity group. But 
again they do not stop. Instead they note that 60 per- 
cent of the high-longevity group do have children 
and ask, How about them? What they found was that 
75 percent of those in the high-longevity group who 
did have children had only one child in contrast to 
only 11 percent of those in the low group. 

The crucial difference between the high-longevity 
group is not so much whether or not they are married 
(although married nurses are more likely to be in the 
low-longevity group) and not so much whether or 
not they have children (although those with children 
are more likely to be in the low-longevity group.) The 
real difference between nurses who work and those 
who do not appears when the number of children is 
considered. Most striking is the fact that only five per- 
cent of those in the high-longevity group have more 
than two children; 56 percent of those in the low- 
longevity group have more than two children. 


What Can be Done to Keep Nurses in Nursing? 


Having reviewed some of the research findings which 
appear to be related to the problem of retaining grad- 
uate nurses, of keeping them in nursing, we might 


°Marvin Bressler, and William H. Kephart. Selected Aspects of 
the Nursing Profession. Philadelphia, Pennsylvania: University of 
Pennsylvania. 

*Robert W. Habenstein and Edwin A. Christ, Professionalizer, 
Traditionalizer, and Utilizer, Institute for Research in The Social 
Sciences, University of Missouri (Columbia, Mo.: 1955), Chapter 
6, '"Home-Guardism in the Hospital." 
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proceed a step further and attempt to speculate on 


what can be done toward this end. In the first place, e 
it is the impression of this writer that there are places FE! 
where nursing educators have fallen down on the job. tie 
For one thing they are faced with a real dilemma. dr 
It is their responsibility to instill in their students ex 
the latest and most progressive methods and _tech- en 
niques of nursing. On the other hand, these are not dr 
the methods and techniques which many of the stu- su 
dents will find in practice as they get out into the real cu 
world of real hospitals. When these idealistic students de 
attempt to bring their up-to-date ideas into hospitals da 
which are a little less than up-to-date, they often find mi 
themselves up against a stone wall and badly frus- “ny 
trated. Almost every institution has its “home guard” th: 
which exercises a great deal of informal power and mi 
which is devoted largely to the maintenance of the 4 Ys 
status quo and to keeping “outsiders” in their place. mi 
Persons in administrative positions are well aware di: 
of the power and influence which such a home guard bo 
can wield. Those unfamiliar with this phenomenon ca 
need only read parts of the Habenstein and Christ of 
study to gain an understanding of how it works.’ The to 
point is that, unless these students are prepared for sy 
some of the ugly realities they will encounter, they ec 
may well be so disillusioned as to leave nursing per- fir 
manently. en 
This is not to say that they should not be taught the di 
latest and the best of methods and techniques; it means pr 
only that they need also to be taught that it is not sit 
always an easy job to bring these into a new work 
situation and that there are subtle and tactful ways of th 
doing so. pi 
Another function which the schools do not appear to to 
be fulfilling adequately is the indoctrination of women te 
into nursing as a profession—a way of life to which le 
one feels committed and in which one becomes deeply ar 
involved—rather than just a job. This is reflected in w 
the high proportions of nurses who fail to practice pl 
their profession during the first few years following th 
graduation and, in part, may be due to a recruiting re 
lure which appeals to girls to enter nursing because th 
it is good preparation for motherhood. This may be, In 
but it is hardly the responsibility of schools of nursing ce 
to prepare young women for motherhood. This pro- we 
fessional self-conception is not concerned with such nl 
superficialities as wearing too much lipstick, smoking, tr 
or being drunk in uniform. These are matters of jer- 
sonal moral and ethical beliefs which transcend the ™ 
limited world of work. In other words, if they are S 
Please turn to page 96 m 


HOSPITAL MANAGEMENT A 


by Thomas S. Isaack 


West Virginia University 
Morgantown, West Virginia 


Personnel Prescription 


Diagnosis: Slight to medium labor malnutrition. 


Recommended treatment: Rely upon a sound substructure of human 
relations. 


Caution: Personnel techniques, in themselves, are sterile and are not 
a substitute for human relations. 


Prognosis: Resources are at hand for improving the personnel picture. 
The basic attitude for good human relations is inherent in the hospital 
environment and should be cultivated in relations with employees and 
should be publicized more in competing with business enterprises for 
labor. 


™ MEMBERS OF THE MEDICAL PRO- 
FESSION, usually, caution their pa- 
tients about the use of miracle 
drugs because patients are prone to 
expect too much and are indiffer- 
ent about the limitations of the 
drugs. Patients anticipate quick re- 
sults, a high degree of success and 
cure of all ailments from the won- 
der drugs. Today there is some 
danger that hospital administrators 
may expect similar results from 
“miracle” techniques even though 
their normal experience should 
make the administrators cautious. 
The ailment which is causing ad- 
ministrators some anguish can be 
diagnosed as slight to medium la- 
bor malnutrition. This has been 
caused by a reduction in the supply 
of labor and by normal attrition due 
to labor turnover. Both of these are 
symptoms of an active, expanding 
economy. Hospital administrators 
find that competing with business 
enterprises for labor has become 
difficult as the dimensions of the 
problem continue to grow, and the 
situation is serious. 

With these conditions prevailing, 
there is some danger that the hos- 
pital administrator may be tempted 
to rely too heavily on personnel 
techniques as a cure for his prob- 
lem. Such advice has been offered 
and a perusal of business literature 
will disclose that industrial enter- 
prises, also, are advised to “beef up” 
their personnel programs and to 
refine these programs in light of 
the stiff competition for labor.’ The 
inference one draws is that the con- 
cerns that are most successful in 
refining the use of personnel tech- 
niques will be the most able in at- 
tracting and holding labor. Follow- 


See for example, Norman D. Bailey, "Per- 
sonnel Looks at 1957," Hospital Manage- 
ment, February, 1957, p. 47. 
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ing this line of reasoning, it would 
not be difficult for a hospital ad- 
ministrator to be convinced of the 
need for more or improved person- 
nel techniques. 

Sole reliance on personnel tech- 
niques, like psychological testing 
for careful selection, formal train- 
ing programs planned in detail, or 
job evaluation for an equitable 
wage structure, probably, will 
cause the administrator to be dis- 
illusioned when he learns that the 
personnel techniques are sterile in 
themselves. They rely upon a sound 
substructure of human relations to 
be effective and are not a sub- 
stitute for human relations. 

The administrator should be 
cognizant of the importance of us- 
ing environmental advantages in 
human relations as fulcrums for 
any personnel techniques in de- 
creasing the pressure from labor 
supply conditions. He should ap- 
praise his strong points and use 
them to advantage against the 
weaknesses of competitors for la- 
bor. Failure to comprehend the im- 
portance of basic attitude and of 
using environmental advantages 
means that the hospital administra- 
tor who relies only on personnel 
techniques will be competing with 
business enterprises which are ex- 
pert in the use of such tools and 
which have greater financial 
strength. The conditions seem to 
favor the business enterprise on 
this score. 


Capitalize Assets 


In basing his strategy on follow- 
ing the fundamental principle of 
using strength to exploit the weak- 
nesses of competitors in the labor 
market, the hospital administrator 
should capitalize on the following 
assets. 


Community Status. In the eyes of 
the community, a hospital has a 
much different status than a busi- 
ness firm because the hospital’s 
interest in relieving human suffer- 
ing has more appeal than the 
profit making of business enter- 
prises. The emotional aspect of 
values which are basic to any med- 
ical service cause them to be held 
in higher esteem than the material 
values of business enterprises. This 
point was brought home sharply to 
the author recently when he had 
to pay ten cents more for the serv- 
ices of a television repair man than 
for a house call of the family doc- 
tor. The service man spent less 
than ten minutes in completing his 
job of changing a tube, while the 
doctor usually is not able to leave 
in less than 20 minutes. Common 
comparison of the services of these 
two men on a dollar basis made 
the author feel that there was 
something hollow about the ma- 
terial values of the business or- 
ganization. 

The community’s attitude about 
medical service means that hospital 
representatives have more latitude 
in using other community institu- 
tions than industrial organizations. 
Hospital representatives can go di- 
rectly to such organizations as Par- 
ent-Teacher Associations and Civic 
Clubs in using them as _ sources 
of labor while these avenues are 
not open directly to business enter- 
prises. An administrator should be 
able to identify local organizations 
which he might use to search for 
labor without having to compete 
directly with business firms. 

Informal Relationships. Organiza- 
tional relationships in hospitals are 
not characterized by the degree of 
formal rigidity which generally 
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A successful and effective volunteer program 
rests upon the contributions made and received by the 
individual, and those contributions can be properly 
supervised and modified only by a continuing plan of 
evaluation of individual performance. 

The program must be judged, however, in terms 
of its over-all impact and not by the merits, or de- 
merits, of the individual participants in the program. 


Evaluating the 


Hospital Volunteer Program 


™ MY ASSIGNMENT is to discuss the 
means by which the hospital admin- 
istrator may evaluate the hospital’s 
volunteer program. The discussion 
will, for that reason, not deal with 
the evaluation of the performance 
of the individual volunteer. It is 
recognized, of course, that the ef- 
fectiveness of the total program de- 
pends upon the sum of the individ- 
ual’s performances of those who 
make up the program. 


Presented at Tri-State Hospital Assembly, 
1958. 
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What Is Being Measured? 


Evaluation implies measurement 
and this in turn implies some sort 
of criteria with which to measure. 
More importantly, it implies some 
definite notions as to what is being 
measured. This means the adminis- 
trator must determine the purposes 
of the volunteer program and then 
measure the program’s accomplish- 
ments in terms of those purposes. 
This is not an easy determination 
to make. It is difficult because there 
are several diverse interests with 


by Ray E. Brown 
Superintendent 

University of Chicago Clinics 
Chicago, Illinois 


diverse purposes which must be 
satisfactorily served if the program 


is to be considered effective from . 


the hospital’s viewpoint. Because 
there are several diverse interests 
involved, the hospital administrator 
must assess the volunteer program 
by the manner in which it affecis 
and satisfies each of those interests. 
These interests are not the same but 
neither are they in conflict. If prop- 
erly observed and directed, they are 
mutually productive to each other 
and to the goals of the total hospital 
organization. If proper regard is not 
given to each of the interests and 
their anticipations, the volunteer 
program cannot flourish and will 
not fully satisfy any one of the in- 
terests it is supposed to serve. 


The Volunteer Interest 


The most important interest to be 
satisfied is that of the volunteer. 
This is obvious inasmuch as there 
can be no satisfactory volunteer 
program without satisfied volun- 
teers. What may not be so obvious, 
however, to either the volunteer or 
the hospital are the values the vol- 
unteer is seeking from her relation- 
ship with the program. The more 
one studies the volunteer move- 
ment, the more one becomes con- 
vinced that its greatest service may 
well be its contribution to the vol- 
unteer herself. It is no reflection 
on the volunteers to suggest that 
they are human and feel the same 
need as all human beings for mean- 
ingful activity and fruitful service to 
others. The extent to which this 
need is present is evidenced by the 
volunteer’s willingness to contribute 
her efforts without pay. This desire 
for productive and purposeful serv- 
ice is not unique to any one sex or 
any one age group. It is most likely 
to be least fulfilled today in the 
rapidly increasing group of middle- 
class women who have been eman- 
cipated from much of their house- 
work by the mechanized kitchens, 
laundries, and cleaning equipment 
that are being mass produced for 
them. Among this group some 
women face the special difficulty of 
suddenly being relieved of the de- 
mands on their time and energy 
that went with children who have 
now become self-sufficient. One 
evidence of this need for directed 
and meaningful activity is seen in 
the fact that over 13.5 million work - 
ing wives are now employed in paid 
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positions in industry. This group 
represents over 20 percent of the 
nation’s total work force and over 
60 percent of all working women. 
Those who have studied this situa- 
tion do not believe that financial 
need is the primary factor motivat- 
ing the entry of many of this group 
into the paid work force. The wages 
are doubtless welcome, and in 
many instances imperative, but in 
other instances are important be- 
cause they indicate that someone 
placed a value on the work. 

It is not my intention to charac- 
terize all hospital volunteers as 
married, middle class, and middle 
aged. All age groups, from teen- 
age to the sixties, are, of course, in- 
volved in hospital volunteer work. 
The total numbers over one and 
one-half million today, and the in- 
crease since World War II makes it 
one of the fastest growing move- 
ments in history. It is important to 
remember that sociologists have 
described this as a period during 
which large segments of our popu- 
lation have come to question self- 
centered concepts and to seek serv- 
ice-centered alternatives. Because 
the hospital symbolizes service of 
the highest order, it has been the 
center of development of the volun- 
teer movement. In a real way the 
hospital has been given an oppor- 
tunity to fill another community 
need. It is in no way, however, a 
one-way street. It represents also a 
definite opportunity for the hospital 
to enhance its services to its pa- 
tients if the hospital continuously 
recognizes, and consciously  at- 
tempts to meet, the need for pur- 
poseful activity that motivates the 
volunteer, This means that the work 
assignment must provide visible 
evidence to the volunteer that it is 
worth doing, and that the volunteer 
must feel a sense of accomplishment 
when each stint is completed. It 
must leave her with a feeling that 
she was needed. 


Measure Volunteer Attitudes 


The criteria with which the satis- 
faction of the volunteer’s purposes 
can be measured have to do with 
the attitudes she demonstrates. 

Does she meet her scheduled as- 
signments promptly and consistent- 
ly? 

What is her attitude while on the 
assignment? 

Has she developed a feeling of 
loyalty toward the particular activ- 
ity in which she works? 


Does she recruit her friends as 
volunteers? 
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What is the average tenure of the 
volunteers? 

Does she chronically criticize 
hospital personnel, hospital rules, or 
the facilities provided hospital vol- 
unteers? 

What does she say about the hos- 
pital when she hears others discuss- 
ing it? 


If the hospital is meeting her de- 
sire for productive and meaningful 
activity she will identify herself 
with it. If the hospital does not gain 
this identification, the administrator 
can be quite sure that her attitude 
will reflect the fact that the pro- 
gram is not serving its purpose so 
far as the volunteer is concerned. 


The Patient Interest 


The second interest involved is 
that of the patient. No program of 
the hospital is successful unless it 
improves patient care. A properly 
conducted volunteer program 
should provide dividends by sup- 
plementing the sevices of the 
paid personnel and by adding to the 
warmth and graciousness of the pa- 
tients’ care. Again, it is no reflection 
on the hospital and its paid person- 
nel to admit that constant and con- 
tinuous exposure to the problems of 
the sick results in a conditioning of 
the full-time personnel to these 
problems. This is nature’s way of 
preserving the emotional stamina 
of those who must deal with suffer- 
ing, crisis, and death. The volunteer 
who works only short periods in the 
hospital is not seasoned by such 
continuous exposure and can pro- 
vide undisciplined emotions to the 
hospital scene. This fact is a boon to 
the individual patient who sees his 
illness as a very important and per- 
sonal matter. It can also be a bane if 
the volunteer is not properly 
trained and properly assigned. Her 
lack of seasoned skill in dealing 
with emotionally difficult situations 
and with anxious individuals, both 
patients and relatives, may worsen 
the situation and increase the anxi- 
ety. This is one of the reasons much 
stress must be placed on proper 
training and direction of the hos- 
pital volunteer. Properly directed, 
her enthusiasm and fresh point of 
view permit her to make a unique 
contribution to the listening and 
answering function of patient care. 
This same enthusiasm permits her 
to assign importance and relevancy 
to minor routines and tasks which 
has real impact on patient opinion. 


Evaluate from Patient's Perspective 


Criteria that can be used in eval- 
uating the volunteer program from 








the patient’s perspective consist of 
several questions. 

e Is there an identifiably more 
gracious and warmer hospital en- 
vironment? 

@ Do the patients demonstrate 
less tension? 

© Does the patient actually real- 
ize that volunteers are participating 
in his care? 

e How often do patients comment 
on the work of volunteers? 

® Do the departments and activ- 
ities in which volunteers are as- 
signed demonstrate visible evidence 
of the volunteer’s contribution to 
the service? 

e Is the work of the particular 
department perceptibly better dur- 
ing those time periods when the 
volunteers are assigned? 


Hospital Personnel Interest 


The third major interest involved 
is that of the hospital personnel. It 
must be remembered that they have 
the same needs as the volunteers for 
meaningful activity and for a sense 
of accomplishment. Anything that 
disturbs their relationships with 
their work can reduce their identi- 
fication with the hospital and pro- 
duce insecurity. This fact-has been 
recognized in the principle that the 
volunteer should not take over 
functions of the paid staff but 
should be used to supplement the 
work of the paid staff. The paid 
staff's acceptance of the volunteer 
depends also upon their conviction 
that the volunteer is actually mak- 
ing a contribution to the work of 
the department. Proper assignment 
and supervision of the work of the 
volunteer is a requisite for proper 
understanding between the paid 
staff and the volunteer staff. 

The paid staff-volunteer relation- 
ship has one especially fertile area 
for tension. This is the fact that one 
group is paid and the other is not. 
The paid group will find it easy to 
detect any patronizing attitude on 
the part of volunteers. The volun- 
teer will find it easy to be overly 
critical of the paid worker’s work 
habits for the same reason. The 
fact that the volunteer has commit- 
ments outside the ‘hospital may 
cause the paid staff to question her 
dependability. Regardless of the 
volunteer’s devotion and loyalty to 
the hospital, she must give priority 
to her role as a wife, a mother, a 
job holder, or as an individual with 
social and civic responsibilities to 
the community. The full-time staff 
of the hospital may find it easy to 
forget that they have organized and 
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institution. 


short-term hospitals. 





With some justification the literature of man- 
agement has shown increasing concern with the rela- 
tionship between an institution and the publics upon 
which it depends for survival. One dimension of this 
relationship is what the constituency expects of the 


The purpose of this paper is to examine the hos- 
pital’s responsibility to the community as seen by the 
public from two points of view. The first point of view 
might be termed: What the hospitals’ publics expect 
of the hospital in terms of responsibilities, and the 
second: What these publics see the average hospital 
accepting as its proper responsibilities to the commun- 
ity. Reference will be made primarily to general, 
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What the Community Requires 


What the Hospitals’ Publics Expect 
of the Hospital 


™ THE HosPITAL has been delimited 
to a certain type, i.e. general, short- 
term, for target purposes. The word 
“public” similarly needs to be 
sharpened. Too often it is used in an 
abstract sense in such a way that 
almost any notion can be justified or 
denied. In reality every hospital 
has many publics with which it 
must establish effective relation- 
ships if its responsibilities are to 
be discharged effectively. 

How these publics are classified 
should depend upon the particular 
objective in mind. For example, if 
the hospital board of trustees is 
contemplating a geriatric unit it 
should have available the dimen- 
sions of its geriatric public, i.e. the 
number and character of discharged 
over 65 years of age for, say, a 
five-year period. 

Let us examine responsibility 
from the outside in. The following 
classification of publics have been 
adopted: government, industry, 
unions, prepayment and insurance 
agencies, patients, relatives and 
visitors, and that abstraction with- 
out referents “the public as a 
whole.” The essential question is 
how do they feel about the respon- 
sibility of the hospital to the com- 
munity. 
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Government 


One of the most articulate ve- 
hicles for public sentiment in re- 
spect of the basic necessities of 
life (food, clothing, shelter and 
health) is government. Because the 
hospital is becoming so directly in- 
volved with community health it 
has come under the close scrutiny 
of legislating bodies at the federal, 
state and local level. The interest 
of these bodies has been directed 
into two broad channels, laws and 
legislation and operation. 


Laws and legislation cover a wide 


span of hospital activities. Whether” 


a hospital is tax exempt, what the 
powers of the corporation are, what 
the functions of the governing 
board are, control of professional 
conduct and practice, employer- 
employee relationships (workman’s 
compensation, right of collective 
bargaining and others), the liability 
of hospitals to patients, the pro- 
priety of certain administrative pro- 
cedures (care of property, consent 
to operate, patient privacy), what 
comprises acceptable professional 
care (negligent treatment, legal 
scope of nursing) and the tke are 
all susceptible of legal interpreta- 
tion. Whether the board of trustees 
is responsible for circumscribing the 
scope of practice for members of 
the medical staff is as much a legal 
as a moral or administrative con- 
sideration. The Hill-Burton Act is 
an example of legislation that estab- 


lishes a regionalization ethic and 
promotes local integrity (building 
standards) through the portal of 
matching monies—a less direct but 
often as effective expression from 
the public. 

That the government is active at 
the operational level is well-known. 
In certain areas such as long-term 
illness and special categories such 
as veterans, narcotic addicts and 
Indians the activity is predominate. 
Some of the operational units have 
roots as long as their voluntary 
counterparts reflecting a long stand- 
ing public prejudice that what a 
citizen or group of citizens cannot 
do for themselves through their 
‘own restricted resources health- 
wise the community will do, both 
to protéct-the-eommunity from the 
spread of disease and out of the 
less pragmatic concept of com- 
passion. 

Other type units are newer. For 
example, the hospital authority—a 
device like a school district en- 
abling related political units to band 
together invested with a taxing and 
bonding power headed by elecied 
representatives for the sake of 
building and operating a_ hospital. 
In 1956, 58 percent of the nation’s 
hospital beds and 32 percent of her 
hospitals were under government 
auspices. 

These points have been made, 
many of which at an everyday level 
we take for granted because the 
law is more exacting in terms of 
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hospital-community responsibilities 
than almost any other vehicle. We 
should note that it is changing. 
Legislation is being passed which 
is more explicit regarding such 
points as the corporate practice of 
medicine and what precisely is a 
nursing function. And the courts 
are shifting in their interpretations 
of the law. There is an unmistak- 
able trend from property to indi- 
vidual rights. 

It is important to understand that 
lurking behind all hospital defaults 
in terms of community need is a 
slow moving but inexorable force 
which, although it varies by state 
and locality, in general brooks no 
compromise with certain princi- 
pals. In an environment where the 
government conceives of its re- 
sponsibilities for human welfare 
broadly, hospitals enjoying tax 
exempt status, because they per- 
form a function that otherwise the 
government would have to perform, 
must be prepared to conceive of 
their responsibilities broadly as 
well, or lose them. 


Industry 


When we shift from government 
to industry the emphasis shifts 
from matters of equity and justice 
to matters of values and tradition. 
Defining industry in terms of me- 
dium to large aggregates and in 
terms of management, for what 
does industry hold the hospital ac- 
countable? 
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Industry has a practicable interest 
in how well the local hospital meets » 


emergency conditions and beyond 


that provides sumitiently good serv- 
ices so that lack of hospital care 
does not become a negative factor 
in the recruitment and maintenance 
of personnel. The strength of this 
interest is growing in many areas. 
It is augmented by the feeling that 
a congenial community has as much 
to do with worker motivation as 
factors within the plant. As a re- 
sult, in some instances, an industry 
will contribute heavily to fund- 
raising efforts, and in others attempt 
to work out relationships with hos- 
pitals so as to supplement the plant 
health service program (usually 
composed of pre-employment phys- 
icals, sick call, consultative serv- 
ices and the like). Where these 
efforts fail the plant health service 
program is apt to expand pro- 
portionately. 

In terms of the current fervor 
over hospital costs, industry as a 
whole has struck a_ conservative 
pose. It seems pretty much willing 
to use the present system of hos- 
pital care and to control utilization 
through manipulation of the pre- 
payment or insurance benefit struc- 
ture rather than by manipulating 
the hospital itself. This is tanta- 
mount to putting primary faith in 
the consumer of hospital services 
rather than the hospital insofar as 
control is concerned. Outside of its 
internal emergency and health 


services needs then, industry sens- 
ing perhaps a proprietary fellow- 
ship with the hospital and medical 
practitioner is usually willing to, 


- leave hospital operation to the hos- 


pital family. 

But it is important for the hos- 
pital family to realize that there 
are forces afoot pressing this con- 
servative point of view slightly to 
the left. As industry is forced at 
the bargaining table into paying for 
more and more _ hospital costs 
through premiums, it cannot ignore 
the extent of these costs and the 
factors underlying them without 
facing union counterpressure. As 
community services (including the 
hospital) become more and more 
of recruitment and production sig- 
nificance and as prevention, safety 
and health education become more 
and more industrial bywords, in- 
dustry cannot afford the luxury of 
apathy either. The expectations to- 
ward the hospital’s role in control- 
ling quality and costs will become 
more definitive. 


Unions 


The position of unions in general 
is less conservative. Their emotion- 
al investments are more in the fu- 
ture and more in change. They con- 
ceive of the hospital’s responsibili- 
ties more broadly. 

The position varies of course with 
the union. To some the hospital is 
relatively unfathomable and better 
left alone. To this group the main 
concern is that the prepayment or 
insurance mechanism covers the 
costs so that out-of-pocket expenses 
are not incurred, both as a matter 
of convenience and to shift the 
costs to a broader base. To other 
unions the hospital is legitimately ” 
the center of community health. 
These groups have definite ideas 
about hospital responsibilities based 
on careful study and backed up by 
plenty of conviction. These groups 
think the hospital should expand 
the scope of its services (notably 
into the areas of prevention, diag- 
nosis and rehabilitation), put em- 
phasis on the former two as a mat- 
ter of community health and eco- 
nomics, establish explicit standards 
of quality of care and enforce them 
and, conjoint with the practice of 
medicine through organized groups, 
become one with the mechanism 
of prepayment and establish region- 
al working relationships so that 
complicated cases are referred into 
larger, more complete hospitals and 
services from the base centers filter 
to the peripheries in the form of 
personnel and equipment. 








Whereas some publics are pur- 
portedly willing to wait for the hos- 
pital to adapt to environmental 
changes slowly, many unions are 
not. They want the hospital to lead 
the way in translating textbook ° 
ideology into action and they want 
it now. They recognize that the 
hospital faces the adversity of com- 
petitive aspirations on the part of 
parties such as health departments 
and private practice but the degree 
to which these are overcome is 
interpreted as a measure of courage 
and progress rather than a matter 
of unethical conduct. 


Prepayment and Insurance Agencies 


The nonprofit prepayment agen- 
cies are apt to view the responsi- 
bility of the hospital with outright 
ambivalence. Traditionally bound 
closely to hospitals through the 
American Hospital Association and 
the concept of mutual survival, 
these agencies are under increas- 
ing pressure from competition with 
industrial insurance companies and 
from management interested in 
keeping its contribution under con- 
trol to identify first with the con- 
sumer rather than the hospital and 
to fall back on changes in rating 
and underwriting principles and 
benefit structure as means of con- 
trol over hospital utilization. At the 
same time unions are pressuring 
for broader coverage from the bot- 
tom up with the prepayment agen- 
cy assuming active control func- 
tions. 

Caught in this squeeze the pre- 
payment agencies have a genuine 
interest in seeing the hospital used 
properly. They would like to see 
the hospital engage actively in con- 
trol of faulty admissions, faulty 
services and excessive lengths of 
stay. They too want to see a shift 
in hospital emphasis toward re- 
habilitation and in keeping rather 
than getting people well. 

At the level of implementation 
however, these agencies vacillate 
between 1) working with the hos- 
pital as an agent; 2) giving up on 
this because the hospital does not 
produce and perhaps turning to a 
closer relationship with medicine 
through state and local societies; 
and 3) clearly identifying with the 
public and attempting to protect it 
against hospital abuse by adopting 
commercial methods. 

At the same time Blue Cross 
wants preferential treatment from 
the hospital. 

On the whole, commercial in- 
surance is committed to trading 
dollars and to leaving it up to the 
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hospital to discharge its responsi- 
bilities. It too, of course, wants con- 
siderate treatment at the level of 
everyday relations. And it too 
wants a productive hospital al- 
though with less strength of feeling 
because misplaced costs kick back 
more slowly through a filter of de- 
ductibles and coinsurance than 


through the service contracts more 
characteristic prepayment agencies. 
At the moment the broad de- 
ductible type policy seems to be on 
the ascension. As a result, hospitals 
in several areas may be entering a 
period of low pressure from pre- 


Please turn to page 68 





The hospital’s responsibility to the community can 
be considered along two axes — what the hospitals’ 
publics expect of the hospital and what these publics 
see the hospital accepting as its proper responsibility 
to the community. 

The first makes sense only when separated into 
parts. An examination of these parts reveals that the 
best organized groups, i.e. government, industry, 
unions, and prepayment insurance have perhaps the 
most relevance to the hospital’s role of tomorrow. In 
concert they are seeking high quality care, productive- 
ly organized and widely dispersed at a reasonable 
cost — with the general hospital at the hub ultimately 
responsible for an administration vital enough to meet 
the challenge. Their patience in waiting for hospital 
leadership will be dictated largely by the economic 
and political climate of the moment; it is fair to say 
it will be shortened by less prosperity. 

The less well-organized parts are more important 
from a clinical-individual point of view of less impact 
concerning the ways the hospitals discharge their 
broad responsibilities. The pronouncements of this 
group have been taken too often as a gauge of total 
public reaction. 

To date the hospital has been inclined to play a 
passive role focusing more on short-run problems and 
expediency than planning ahead and moving actively 
into new programs keyed to community needs. It is 
important now that hospital administration meets the 


the feeling that what needs to be changed is a matter 
only of public relations). The hospital must recognize 
that what the more familiar publics (patients, visitors 
and public at large) don’t expect of the hospital is the 
hospital’s greatest challenge—that there are certain 
responsibilities that only those steeped in the field can 
appreciate are important—and acknowledging this 
last point attempt to educate and guide organized 
publics accordingly rather than using the fact of supe- 
rior knowledge in part as a stick to justify inaction. 
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A Continuing Responsibility ... 


PREVENTING Retrolental Fibroplasia 


by Charles U. Letourneau M.D. 


# IN RECENT YEARS,  retrolental 
fibroplasis (RLF) has become a fa- 
miliar term to all hospital admin- 
istrators. This disease of premature 
infants, which in severe cases can 
cause blindness, has been thorough- 
ly investigated and accounts of the 
studies, along with many case his- 
tories, have appeared in the medi- 
cal literature. In 1954, it became 
apparent that the results of many 
concurrent investigations pointed to 
the same causative factor—admin- 
istration of oxygen in excessive 
concentrations and for prolonged 
periods to infants that weigh five 
pounds or less. 

These findings place a large part 
of the responsibility for preventing 
RLF on the hospital staff—on those 
who prescribe oxygen and those 
who administer it. One way to pre- 
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Part I 


vent RLF might be to eliminate oxy- 
gen therapy for premature infants. 
This, of course, is unrealistic. Trau- 
matic experiences at birth can cause 
respiratory distress and, in these 
instances, additional oxygen is often 
necessary to save an infant’s life. 


The problem, then, is to give in- 
fants the oxygen that they need 
without at the same time expos- 
ing them to danger of RLF. Recom- 
mendations for safe oxygen admin- 
istration to prematures and for- 
mulated by the American Academy 
of Pediatrics’ have received wide 
publicity. Although there is general 
awareness of the recommendations, 
all too often there is an unfortunate 
lack of knowledge on how to put 
them into effect. 


eg ales cog ane ae, Gea 2 cs ars Meee ec Rai 


Standards and Recommendations for Hospital Care of Newborn 
Infants — Full Term and Premature. 
The American Academy of Pediatrics, 1957, p. 63. 


1. Oxygen ‘should be prescribed only on medical order the same 
as any drug or treatment. (Except in emergency) © 
2. Oxygen should not be administered routinely but only voce 


specific medical indication. 


3. Oxygen concentration should be kept at the lowest possible 
‘level that will relieve the symptoms for which it is given, if possible 


not over 40 percent. 


4. Oxygen therapy should be discontinued as soon as the indica- 


tion for it has passed 


5. Ordinarily, the indications for supplemental oxygen are gen- 
eral cyanosis (not acrocyanosis) and dyspnea. The urgency of treat- 
ing these symptoms must rest with the clinical judgment of the at- 


tending physician. 


6. Oxygen concentration must be deen by means of an 
oxygen analyzer as-often as necessary to keep it properly stabilized 


but at least every four hours, 


7. A source which does not contain or deliver more thal 40 per- 
cent oxygen will insure against exceeding that concentration but may 
not be adequate in those occasional instances where higher concen- 
tration is desired. If such a restricted source of oxygen is employed, 
additional oxygén should be available fe those special instances 


where it is indicated. 


8. There arb dopecent obtire-tadlistherd bo 'the geo of asia’ 
mental oxygen in infants weighing more than five Dounee, 
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Oxygen analyzer 


Haphazard Procedures 


Experts in the field of oxygen 
therapy, who have observed the 
methods used to administer oxygen 
to prematures in hospitals through- 
out the country, are sometimes 
shocked by the haphazard proce- 
dures followed. Here are a few out- 
standing examples of the inadequate 
techniques that have been seen. 

* A premature infant had been 
receiving oxygen for two weeks in 
an incubator on which all the ven- 
tilating ports had been sealed shut 
with gummed paper tape. Oxygen 
was being administered by means 
of a small rubber funnel placed 
about one and a half inches from 
the baby’s face. The oxygen tubing 
had been introduced through the 
top of the incubator and the cover 
was closed on it as tightly as possi- 
ble. In accordance with the phy- 
sician’s written order, oxygen flow 
was one liter per minute. Although 
the hospital owned an analyzer, it 
had never been used. A test with 
this instrument showed that the in- 
fant was breathing an atmosphere 
that contained 51 percent oxygen. 
The nurse on duty, and apparently 
the physician, had assumed that be- 
cause the flow rate was low, the 
infant was not receiving more than 
40 percent oxygen. 


Errors in Technique 


This illustrates many of the basic 
errors in technique frequently 
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found today because .of lack of un- 
derstanding either of the principles 
of oxygen administration or of the 
equipment used. 

1. Oxygen had been prescribed 
by liter flow and not by concentra- 
tion. The nurse had no way of 
knowing what concentration the 
physician wanted his patient to re- 
ceive, although she took it for 
granted that it would be under 40 
percent. 

2. Use of a funnel to bring oxy- 
gen into the incubator was un- 
necessary. Every incubator has an 
inlet to which oxygen tubing should 
be attached, so there was no need 
to improvise a means of delivering 
oxygen to the baby inside the in- 
cubator. 

3. Ventilation ports had been 
sealed shut. The purpose of these 
openings is to allow exhaled carbon 
dioxide to escape. There was no 
way to measure the carbon dioxide 
concentration, but it can be guessed 
that it was excessive. These ports 
are also a safety measure. Room 
air enters through them which is 
important if oxygen flow were ac- 
cidentally cut off. 

4. No analyses had been made. 
It is impossible to know the oxygen 
concentration within an incubator 
unless analyses are made frequent- 
ly. 
5. It is obvious that neither the 
doctor nor the nurse fully under- 
stood the operation of an incubator 
or were aware of standard admin- 
istering techniques. 

* In other institutions that we 
visited, we have found these situa- 
tions: All oxygen administered to 
premature infants by incubator was 
delivered at one standard flow rate, 
usually in the range of one to four 
liters per minute. Few analyses 
were ever made to prove that oxy- 
gen concentrations did not go above 
40 percent of these flows. Often 
this standard flow was decided upor. 
after tests were run on a single in- 
cubator. Yet, in practice, it has been 
shown that two incubators, even of 
the same model, can build up differ- 
ent concentrations under the same 
conditions. There is no guarantee 
that a particular flow will always 
produce a specific concentration. 

* On the other hand, we have 
visited hospitals where analyses 
were made every hour, but the re- 
sults of the analyses were never en- 
tered on the patient’s charts. If, at 
a later date, a question arose on 
the concentration of oxygen that 
a patient had received there would 
be no record of it. 


* In yet another instance, an 
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analyzer that was not working 


properly was being used. The 
nurses were not aware that any- 
thing was wrong with the analyzer 
and accepted the inaccurate read- 
ings that resulted from their tests. 

* In a number of hospitals, ap- 
paratus was not cared for properly. 
We often found incubators with 
clogged air-inlet filters, defective 
electrical wiring or connections and 
worn gaskets. Some incubators were 
not cleaned or disinfected after each 
use. 


Administrator's Responsibility 


It is obvious that, although in 
theory the answer to the problem 
of preventing RLF has been found, 
in practice there is often failure 
to apply this knowledge correctly. 
Who is to rectify this situation and 
how is it to be done? Hospital ad- 
ministrators have a duty to patients 
to render the best possible care and 
a duty to their institutions to elim- 
inate negligence that could leave 
them open to legal action. There- 
fore, each administrator must as- 
sume the responsibility for seeing 
that the recommendations of the 
American Academy of Pediatrics 
are put into effect in his hospital. 
He can do this by making sure 
that proper procedures are set up 
and followed in the prescription and 
administration of oxygen; that ade- 
quate equipment is on hand and 
that it is kept in perfect working 
order at all times; that all hospital 
personnel concerned with the care 
of prematures are thoroughly pre- 
pared to handle oxygen administra- 
tion safely. As an aid to administra- 


tors in treating this problem we 
will review specific procedures that 
have been used successfully for safe 
oxygen administration to pre- 
matures. 


Oxygen Prescription 


There should be no routine ad- 
ministration of oxygen to premature 
infants. When supplemental oxygen 
is administered, it is being used as 
a medicine and it should be pre- 
scribed and handled in the same 
manner as any other medicine. Ex- 
cept in an emergency, oxygen ad- 
ministration should be started only 
upon the detailed written order of 
a physician. Oxygen should be giv- 
en “only upon specific medical in- 
dication,” its use should be con- 
tinued no longer than is absolutely 
necessary, and “attempts should be 
made to terminate or reduce the 
concentration of oxygen as soon as 
practical.” 

In an emergency, it may be 
necessary for the nurse to admin- 
ister oxygen before the physician 
writes an order. As a_ routine 
emergency procedure if an infant 
becomes distressed and oxygen is 
indicated, the nurse should aspirate 
him if necessary and administer 
oxygen in concentrations under 40 
percent. She should stay with the 
infant and, if possible, have some- 
one else call for a physician. The 
method by which oxygen was ad- 
ministered, the concentrations of 
oxygen delivered, and the duration 
of the treatment should be recorded 
in the patient's chart. Routine 
emergency orders should be estab- 
lished by the medical staff to cover 
such emergency procedures. x 





Our Apologies to Two Lovely Ladies 





Our apologies to Florence R. Weiner, R.N., St. Francis Memorial Hospital, San Fran- 
cisco and to Lois Williams, R.N., Palo Alto Hospital, Palo Alto, California, for the er- 
ror of identification on page &8 of the July, 1958, issue of HOSPITAL MANAGEMENT. 


Here are the correct identifications. 





& af 
Florence R. Weiner, R.N. 
Assistant Director of Nursing 
Psychiatric Department 
St. Francis Memorial Hospital 
San Francisco, California 
Miss Weiner is the author of the article 
“Psychiatric Nursing" on page 83 of the 
July, 1958 issue of HOSPITAL MAN- 
AGEMENT. 








Lois Williams, R.N. 
Supervisor, Intensive Care 
Medical-Surgical Units 
Palo Alto Hospital 
Palo Alto, California 
Miss Williams is the author of an article 
"An Intensive Nursing Care Unit" to be 
published soon in two parts in HOSPI- 

TAL MANAGEMENT. 
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The MacEachern Memorial Room 


gs onE of Dr. Malcolm T. MacEach- 
ern’s last wishes—that a number of 
his personal effects be left to the 
American College of Hospital Ad- 
ministrators—will be realized with 
a refinement he had not envisioned: 
the creation of a special memorial 
room in his honor to be named the 
Dr. Maleolm T. MacEachern Memo- 
‘rial Room. 

This new room will be located in 
the headquarters of the College on 
the seventh floor of the new build- 
ing of the American Hospital Asso- 
ciation on Lake Shore Drive. It will 
be on the East side of the office 
ove looking Lake Michigan. 

To finance this Dr. Malcolm T. 
MacHachern Memorial Room, the 
alusni of the program in hospital 
administration of Northwestern 
University which “Doctor Mac” 
founded is contributing $7,500. 

The American Hospital Associa- 
tion, for its part in the project, has 
allocated space for a conference 
roor: on the seventh floor at no ad- 
diticnal cost to the College. 

The MacEachern Memorial Room 
will have a dual function: it will 
provide commodious facilities for 
meetings as well as for the dramatic 
display of some of the many un- 
usual personal effects that were ac- 


cumulated by “Doctor Mac” during 
his many years as a leader in the 
field of hospital administration. 

Cynosure of the new room will be 
the inspiring oil painting of Dr. 
MacEachern that was executed a 
few years ago by Edmund Giesbert 
of the faculty of the Art Institute 
of Chicago.* 

The decor and appointments will 
reflect “Doctor Mac’s” tastes for the 
simple and the dignified, according 
to Dean Conley, executive director 
of the College. “His favorite colors, 
blue and cardinal red, will be used 
whenever possible,’ Mr. Conley ex- 
plained. 

Mr. Conley said that Colin Mac- 
Lean, head of Hospital Furniture, 
Inc., Chicago designers, had been 
engaged by the College to plan the 
room in a manner that would best 
suggest the personality of Dr. Mac- 
Eachern. 

The Malcolm T. MacEachern Me- 
morial Room is the outgrowth of a 
request made by “Doctor Mac” 
shortly before his death. At that 
time, he indicated a wish that the 





*The portrait used by the artist in prepar- 
ing the cover plates is the one of "Doctor 
Mac" used on the cover of Hospital Man- 
agement, August, 1957. 


College have some of his personal 
things, ie., books, citations, robes, 
et cetera, that had been awarded 
him during his many years in the 
hospital field. 

As Dean Conley said, “With the 
prospect of the College moving to 
the new AHA building in 1959, con- 
sideration was given by the Board 
of Regents to the possibility of pro- 
viding suitable space in the new 
office for the display of Dr. Mac- 
Eachern’s things. 

“Simultaneously,” Mr. Conley 
continued, “the Board was con- 
cerned with the creation of a con- 
ference room for meetings of the 
College’s many committees.” 

It was at this point that his for- 
mer students at Northwestern Uni- 
versity learned about the situation 
and generously offered to donate 
sufficient funds to the College to 
furnish the memorial room in honor 
of their distinguished and beloved 
teacher. 

“At some future time—and with 
appropriate ceremony—a special 
plaque attesting to the contribution 
of the alumni of Northwestern Uni- 
versity’s program in hospital admin- 
istration will be placed in the Mal- 
colm T. MacEachern Memorial 
Room,” Mr. Conley said. ® 





The Malcolm 


The Winners 


® To honor the memory of Doctor 
Malcolm T. MacEachern, HOSPITAL 
MANAGEMENT each year invites hos- 
pitals to submit entries to a com- 
petition in the categories of public 
relations notebooks, annual reports 
and hospital bulletins. The entries 
in these three categories are then 
classified according to size of hos- 
pital. 

The entries for the 1958 competi- 
tions have been judged and the 
winners selected. 

Descriptions of the winning ex- 
hibits will be published in the next 
issue of HOSPITAL MANAGEMENT and 
the entries of the bronze plaque 
winners in all categories will be on 
display at the HOSPITAL MANAGEMENT 
Booth 775 at the AHA Convention 
in Chicago, August 18-21. 
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T. MacEachern 


The winners: 


Public relations 


Bronze plaques 


Louis A. Weiss Memorial Hospital, 
Chicago, Illinois 

Mount Zion Hospital, San Fran- 
cisco, California 

Miami Valley Hospital, Dayton, 
Ohio 


Honorable mentions 


Memorial Hospital of Sandusky 
County, Fremont, Ohio 

The Methodist Hospital of South- 
ern California, Arcardia, California 

Evanston Hospital, Evanston, Illi- 
nois 


Competitions 


Birmingham Baptist Hospital, 
Birmingham, Alabama 
Somerset Hospital, Somerville, 


New Jersey 

The Children’s Memorial Hos- 
pital, Chicago, Illinois 

Baylor University Hospital, Dal- 
las, Texas 


Annual Report 
Bronze plaques 


Somerset Hospital, Somerville, 
New Jersey 

Decatur and Macon County Hos- 
pital, Decatur, Illinois 

Vancouver General Hospital, Van- 


couver, British Columbia 


Please turn to page 54 
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Expense Account 


¢ ¢ $ $ Deductions 


$ 
$ 


Here’s how to avoid trouble and to get maximum 


tax deductions. 


by Paul Lockwood 


® TAX EXPERTs are betting that the 
Internal Revenue Service will 
“lower the boom” on entertainment 
and travel expenses next year. The 
disputed line 6 (a), which serves as 
a “red flag” to call the attention of 
the investigators to this amount, 
was rescinded at the eleventh hour 
for 1957 returns. A recent Internal 
Revenue Service ruling has been 
released that will apply to 1958 in- 
come tax returns. 

Here are some questions and an- 
swers about things you will need 
to do to be in the clear on this 
item and to get the maximum de- 
ductions on your income tax re- 
turn next year: 


Does everyone have to report ex- 
penses on their income tax returns? 


No. Executives and employees 
who account to their employers for 
travel and entertainment expenses 
and are reimbursed do not need to 
report this on the tax return. All 
you need to do is to state that the 
amount advanced or reimbursed 
was not more than the amount 
spent. 

As a general rule, the Internal 
Revenue Service takes the account- 
ing to the hospital at face. They 
feel that if the hospital has ap- 
proved the expense they know that 
it was business connected and know 
that it was paid. The recent rulings 
indicate that the employee who has 
accounted to his employer will not 
be required to substantiate this ex- 
pense on his tax return. 

Employees and executives who do 


$$$ $ $ $ 


not account to their employers for 
travel and entertainment expenses 
will be required to report this in- 
formation on their next year’s in- 
come tax returns. 


What business expenses can be 
deducted? 


Any and all business expenses of 
travel and entertainment can be 
taken as an income tax deduction. 
However, you must be able to prove 
that: 


1. You actually paid the travel 
and entertainment expenses 
claimed. 

2. That the expenses were not 
personal but for business pur- 
poses. 

As you can see, these two re- 
quirements are the main reason the 
Internal Revenue Service is check- 
ing entertainment and travel ex- 
penses so closely. And, they are 
checking on these two things—ac- 
tually paid and for business pur- 
poses. 


What are the requirements for a 
business expense? 


There is no hard and fast rule on 
this. Court cases have a bearing on 
the final decision but circumstances 
alter cases. For instance, you can 
have a business expense for enter- 
tainment that does not produce 
business. As long as this is a cus- 
tomary practice you can claim the 
expense as a deduction if it is con- 
sidered “necessary.” 

You can be guided by two parts 
of the Internal Revenue Code that 


$ $$ $$ $ 


Next year the expense accounts of hospital exec- 
% utives and employees will be in for closer ex- % 
amination by the Internal Revenue Service . . . 


$ $$ $ $ $ 


$$ $ $$ $ 


set up the general rules for en- 

tertainment and travel expenses: 

1. The expense must be ordi- 

nary—something done fre- 
quently in your business. 

2. It must be a necessary expense 

—one that is reasonably ex- 
pected to produce income. 


Must I travel in the most economi- 
cal way? 


No. As long as your business trip 


is considered ordinary and neces-' 


sary, you can travel in any way 
you prefer. For instance, you can 
take a deluxe flight rather than a 
tourist flight, Pullman rather than 
chair car, or any other first-class 
accommodations you want. 

You must, however, take the 
most direct route or charge off the 
expense of any side trips for pleas- 
ure. For instance, traveling from 
San Francisco to New York via 
New Orleans would not be de- 
ductible unless you had business in 
New Orleans. You would be per- 
mitted to deduct only the cost of 
the direct trip between San Fran- 
cisco and New York. 


Can I deduct my wife’s expenses? 


This is one point Internal Rev- 
enue Agents check carefully. Un- 
less you can prove beyond a 
shadow of a doubt that your wife’s 
presence is essential for business 
purposes, you cannot deduct her 
expenses on a trip. Be sure your 
wife is doing something business- 
connected while on the trip if you 
plan to deduct her expenses. 

You do get a break, however, on 
many travel and_ entertainment 
plans. For instance, traveling by 
air your wife can go for half of 
your first-class fare under certain 
conditions. Suppose that your trip 
costs $300 and her fare is $150. You 
can deduct the full $300 of your 
expense rather than half of the total 
ticket or $225. The same holds true 
of hotel rooms that have a different 
rate for two than for one—a $10 
room for one person and $12 for 
two people. You could deduct the 
$10 as your business expense and 
the $2 would be a personal expense. 


What if I entertain at home? 


Any hospital executive who en- 
tertains in his home for business 
purposes can deduct the cost of the 
entertainment. This would include 
all food and drink and any exira 


Please turn to page 126 
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Hospital Conventions Meet in Chicago 
August 18-21, 1958 


Bring the family—Chicago has a great 
deal to offer as a family vacation spot. 


a THE HOSPITAL CONVENTIONS this 
year are being held in Chicago 
which is an advantage in many 
ways but can also be a disadvan- 
tage if you do not know your way 
around the nation’s second biggest 
city. 

Lodgings are always tight in Chi- 
cago and motels, in particular, are 
scarce. So, if you are planning to 
bring the family make your reser- 
vations immediately. 

Chicago is usually hot and humid 
in August and, if you want any 
kind) of comfort, pick yourself an 
air-conditioned hotel or motel. 

Do not worry about packing 
clothes. If you forget something you 
can always buy a new one in Chi- 


cago, but be sure to wear something 
light and cool. Unless you are an 
official of some kind, you won’t be 
needing dress clothes. 

Fortunately, Chicago boasts of 
many sandy beaches and beautiful 
parks and these extend along the 
shore of Lake Michigan from the 
Wisconsin border to beyond the 
Indiana border. No matter where 
you stay in Chicago, a beach is 
surely a short distance away. 


Tourist Attractions 


In addition to the museums, 
parks, tours, and sightseeing, tick- 
ets may be available for radio and 
television programs emanating 


from Chicago and tours of some of 
the stations are available. Informa- 
tion may be obtained by contact- 
ing the studios. 

For the ladies, there are very 
fine stores on State Street, and if 
your taste runs a little more ex- 
pensively, you can be accommo- 
dated on North Michigan Avenue 
in the vicinity of the Chicago Wa- 
ter Tower. 


New Policy on Free Entertainment 
in Hotel Rooms 


This year the hospital manufac- 
turers and suppliers have adopted 
a policy of curtailing free enter- 


Please turn to page 54 





LOOP 


Art Instit 
Michig 
Admiss 
Hours: 

The living room and kitchen of an early Massachus»tts 
‘ house (1675-1700) is one of the Thorne Rooms in Min- Chicago 
The German submarine, U-505 captured on the high iature at the Art Institute of Chicago. Roose 
seas by the U.S. Navy during World War II, has been Admi: 
completely restored to its original condition and is on 
permanent exhibit at the Museum of Science and In- 

dustry. 


Hours 


John G 
Roose» 
Admi 


Hours 
Chicage 

141 W 

Admis: 


Free | 
10:30 


Adler P!: 
On ar 
of Rox 


2%. « 


‘This scientific instrument projects A popular luncheon spot is the McKinlock Memorial 
on the ceiling of the planetarium Court of the Art Institute of Chicago. 
the patterns of the heavens. 


Bushman used to be the most pop- 

ular animal in Lincoln Park Zoo; iii 

now he is the most popular ex- Gorgosaurus looks beyond his victim, Lambeosaurus, toward the two figiit- 

hibit in animal hall of the Chicago ing African elephants which have become a trademark of Chicago Natural 
Natural History Museum. History Museum. 
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Hospital Management’s Family Sightseeing Guide 
For Chicago Visitors 


LOOP 


Art Institute of Chicago 
Michigan Ave. at Adams St. 
Admission: 25c; free on Wed., Sat., Sun. 
Hours: 9 to 5; 12 to 5 Sundays 


Chicago Natural History Museum 
Roosevelt Rd. and Columbus Dr. 
Admis:ion: 25¢; free on Thurs., Sat. and 

Sun.; children free 
Hours: 9 to 6 daily 


John G. Shedd Aquarium 
Roosevelt Rd. at the lake 
Admis:ion: 25c; free on Thurs., Sat. and 
Sun.; children under 16 free 
Hours. 9 to 5 daily 


Chicago Board of Trade 
141 W. Jackson Blvd. 
Admission: Observation Deck (9 to 5) 
adults 50c; children 25c 
Free 27 min. movie weekdays at 9:45, 
10:30, 11:15, 12:00 and 12:40 


Adler P!anetarium and Astronomical Museum 
On artificial island in Lake Michigan, end 
of Roosevelt Road 


a ata 


a 


Admission: 25c; free Wed., Sat., and 
Sun.; children under 5 not ad- 
mitted 

Hours: Lectures, weekdays, 11 and 3:00; 

Sundays, 2 and 3:30; evenings on 
Tues. and Fri. at 8 


Sightseeing Boats 
Location: Michigan Avenue Bridge 
Admission: Two-hour cruise $1.75 
Children under 10, 75c 
One-hour cruise $1.25 
Hours: 10 a.m., 1:30, 3:30 and 7:30 p.m. 


Prudential Building Observation Deck 
East Randolph Street at Michigan 
Admission: Adults 50c; children 6 to 12, 
25c¢ 
Hours: Daily, 10 to 10 p.m.; Fri. and Sat. 
to midnight 


NORTH 


Lincoln Park Conservatory 
Directly North of Zoo 
Hours: 8 to 5:00 p.m.; free of charge. 


Lincoln Park Zoo 
Location: 2000 North on Clark Street 
Hours: 10 to 6:00 p.m.; free 





Chicago Academy of Science 
Location: 2001 N. Clark St. 
Hours: 10 to 5:00 p.m.; free of charge 


Chicago Historical Society 
Lincoln Park at 1600 N. Clark St. 
Admission: Free daily; Sundays, 
25c¢ 
Hours: 9:30 to 4:30 daily; Sundays, 12:30 
to 5:30 


adults, 


SOUTH 


Museum of Science and Industry 
57th Street at Jackson Park 
Admission: Free; charge for some exhibits 
Hours: 9:30 to 6:00 daily 


Oriental Institute University of Chicago 
58th St. and South University Ave. 
Admission: Free 
Hours: 1:00 to 5:00 daily; Mon. 10 to 

12:00 noon 


WEST 
Garfield Park Conservatory 


Garfield Park, Lake St. and Homan St. 
Hours: 9:00 to 5:00 daily; free 














The last relic of the famous Chi- 
cago fire of 1871 is the Old Water 
Tower, Chicago’s most beloved 


landmark. It is in the heart of the 
North Michigan Avenue shopping 
center. 





































































The On Leong Tong building is in 
the heart of Chinatown. 
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tainment in their hotel rooms. This 
is probably a very good thing as 
there has been some tendency to 
abuse this in the past few years. 


MacEachern Memorabilia Display 


August 16 is Malcolm T. Mac- 
Eachern Day. The American Col- 
lege of Hospital Administrators 
plans to put on display the Mac- 
Eachern Memorabilia at its head- 
quarters, 620 N. Michigan Avenue. 
You will be impressed by the plans 
for the MacEachern Memorial Room 
to be established in the new head- 
quarters of the College. 


A.C.H.A. Convocation 


Plan to come on Saturday and 
stay until Monday night if you have 
a minimum amount of time. The 
Convocation of the A.C.H.A. will be 
held in Orchestra Hall and this is 
always an impressive ceremony. It 
is followed by a banquet on Sunday 
night. Because space is limited the 
reception will not be held this year. 


Exhibits 


The exhibits will be held in the 
Chicago amphitheatre which is a 
long way from the center of town 
and is actually at the entrance to 
the stockyards. The taxi fare from 
downtown to the amphitheatre is 
about $2.50 although city busses 


run past the door (city transit fare 
is 25 cents per ride; ten tokens for 
$2.25). 

Unfortunately there are not very 
many places to eat around the «m- 
phitheatre unless you plan to go to 
the official dinners. Except for the 
Stockyards Inn you may have to 
plan your meals so that you «an 
get by with a coke and a hotilog 
for lunch. 

You cannot possibly get aro:ind 
to all the exhibits nor can you pos- 
sibly attend all the sessions un'ess 
you don’t know anybody who is 
coming to the convention! You must 
expect to spend time with your 
friends. 

Plan to attend two or three ses- 
sions which meet your particular 
needs. Plan your itinerary around 
the exhibit floors so as to hit the 
equipment and supplies in which 
you are particularly interested. Un- 
fortunately, the exhibitors don’t 
tell you beforehand if they are 
giving away free samples and in 
any case you have to be “in the 
know” with some exhibitors to get 
the samples. 


HM Booth 775 


By all means do stop at Hospital 
Management’s booth No. 775 where 
members of our editorial staff will 
be in attendance and will be happy 
to help you with some of your 
problems. 

See you in Chicago! ® 





THE WINNERS 


Continued from page 49 


Honorable mentions 


The Children’s Hospital, 
couver, British Columbia 

Mac Neal Memorial Hospital, Ber- 
wyn, Illinois 

Seaside Memorial Hospital, Long 
Beach, California 

Barnes Hospital, St. Louis, Mis- 
souri 


Allegheny General Hospital, Pitts- 
burgh, Pennsylvania 


Van- 


Hospital Bulletins 
Bronze plaques 


Orange Memorial Hospital, Or- 
lando, Florida 





Scripps Memorial Hospital, La 
Jolla, California 

Western Pennsylvania Hospital, 
Pittsburgh, Pennsylvania 


Honorable mentions 

Birmingham Baptist Hospi ‘al, 
Birmingham, Alabama 

Mount Sinai Hospital, Minnea:0- 
lis, Minnesota 

John C. Lincoln Hospital, Suniy- 
slope, Arizona 

The Faulkner Hospital, Bosion, 
Massachusetts 


Baptist Memorial Hospital, Mc n- 
phis, Tennessee ee 
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Each set consists of: 


plastic female adapter for easy 
attachment to I.V. set; 


12 inches of soft pliable tubing for 
easy coiling and taping to scalp; 


short-beveled, sterilized 20 gauge 
needle in protective sheath; 


finger-tip rubber grip for easier 
insertion into vein; 


sterile and ready to use. 


ask your Cutter man 
for more detailed 
information 
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NEW saftigrip* 


simplifies venipuncture 


with 
Cutter pediatric 





scalp vein 
infusion set 


A ready-to-use extension set for parenteral administra- 
tion of fluids into the scalp vein of infants. 


Now the Cutter Pediatric Scalp Vein Infusion Set is eas- 
ier to use than ever. The new rubber Saftigrip holds the 
bevel in correct position...provides finger-tip control for 
easy insertion...acts as an overlay to strengthen joint of 
needle and tubing. 


No head restraints 


The flexible extension set allows easy coiling and taping 
to the scalp permitting normal head movement. Restraints 
are not necessary. Baby is more comfortable. Cut-downs 
are rarely required. 


FOR GREATER SAFETY...GREATER SIMPLICITY 
CUTTER SCALP VEIN INFUSION SET 


CUTTER LABORATORIES Berkeley, California 


For more information, use postcard on page 139 





Who's Who 
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BarGIELsKI, LEo C.—appointed to the 
post of assistant administrator of St. 
John’s Hospital, Springfield, Mis- 
souri. 


DE BELLE, Dr. JoHN E. See INGRAM 
notice. 


bE Gwts, C. J.—appointed admin- 
istrator of St. Peter’s Infirmary, 
Hamilton, Ontario, Canada. 


Ecan, Mrs. Prerrna—administrator 
of the Nassau County General Hos- 
pital, Fernadina Beach, Florida, has 
resigned. 


Erickson, E. I.—is retiring as ad- 
ministrator for the past 35 years 
of Augustana Hospital, Chicago, 
Illinois. He will be succeeded by 
Martin H. Hoven, who for the past 
10 years was assistant administra- 
tor. 


Fintan, SISTER Mary—appointed as- 
sistant superintendent of St. Jo- 
seph’s Hospital, Toronto, Ontario, 
Canada. 


GILPERIN, Dr. ABRAHAM—is the new 
director of Health, Kansas City, 
Missouri. 


Hatt, W. E. See Stone notice. 


Hanson, Harry G.—director of the 
Public Health Service’s Robert A. 
Taft Sanitary Engineering Center, 
Cincinnati, Ohio, has been pro- 
moted to the rank of assistant Sur- 
geon General. 


Housrook, Frep K.—has assumed 
duties as administrator of the River- 
side General Hospital, Riverside, 
California. Previously he was ad- 
ministrator of the Booth Memorial 
Hospital, Flushing, New York. 


Houcu, Martin H. See Erickson 
notice. 


HutcuHinson, JosepuH I., M.s.H.A.—has 
accepted the position of assistant 
director of the Church Home Hos- 
pital, Baltimore, Maryland. 


Iams, FRANKLIN. See JACKSON no- 
tice. 
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INGRAM, Dr. Rosert F.—is the new 
executive director of the Montreal 
Children’s Hospital, Montreal, Can- 
ada. He will succeed Dr. Joun E. de 
BELLE, who is retiring. 


IRELAND, EaRL—administrator of Me- 
morial Hospital, Sheridan, Wyoming 
for the past twelve years, has been 
appointed administrative assistant to 
C. FRANKLIN FIELDEN, JR., executive 
director, Memorial Hospital, Colo- 
rado Springs, Colorado. 





Ray Jackson 


Jackson, Dr. Raymonp S.—asso- 
ciate professor of medicine at New 
York University post-graduate 
medical school, has been appointed 
administrator of University Hos- 
pital New York University Bellevue 
Medical Center, New York City. He 
succeeds FRANKLIN P. Iams who will 
become administrator of the newly- 
proposed Fairfax County Hospital 
in Virginia. 


JENKINS, COLONEL Raymonp T., 
U.S.A.F. (MC)—was_ recently as- 
signed to the Office of the Surgeon 
General U.S. Air Force, as deputy 
director of Plans and Hospitaliza- 
tion in Washington, D.C. 


JOHNSTON, STANLEY J.—appointed 
administrator of Leamington Dis- 
trict Memorial Hospital, Leaming- 
ton, Ontario, Canada. 


Leavitt, RicHarp C. See Warp no- 
tice. 


LEINE, DonALD G.—assumed the re- 
sponsibility of administrative as- 
sistant in charge of service depart- 
ments at Fairview Park Hospital, 
Cleveland, Ohio. 


Mapsen, Dr. Harotp J.—named 
manager of the VA Hospital at Fort 
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Lyon, Colorado. He succeeds } 
Howarp P. Morcan, who retip 
in March. — 
























PURCHASING 


DAVIS, GRAHAM L.—died of in- AGENT 


juries resulting from auto- 
mobile collision. He was the 
director of the Onslow Memo- 
rial Hospital in Jacksonville, 
North Carolina, and is a for- 
mer president of the American 
Hospital Association. 



































MaArRIE—MICHELLE, SISTER—ap 
pointed administrator of St. Vin 






















































cent’s Hospital, Ottawa, Ontari 

Canada. 

Miniter, GerorGE <A.—has bee 

named assistant executive directo SURGIC 

of the Unity Hospital, Brooklyn STAF! 

New York. 

Moore, Jack L. See Tuomas notice 

Morcan, Dr. Howarp P. See Manse 

notice. 

RIEHL, PoERNER—has accepted the | 

administrative post at Polly Ryan | 
; : : Mm Best de 

Hospital in Richmond, Texas. He iff spread 

a graduate of Northwestern Uni- careful 

versity’s course in hospital admin-§ total e 

: : asepsis 

istration. floors. 

ROSENBERGER, DoNnaLp M.~—admin- a 

istrator of the Maine Medical Cen-§ tion is 

ter, Portland, Oregon, has beenf vith rc 





named the administrator of the 
United Hospitals of Newark, New 
Jersey. 










Suaw, Mrs. Ereen, R.N.—appointed 
superintendent of Hillcrest Con- 
valescent Hospital, Toronto, Ontario, 
Canada. 

NO A 





Sueps, Dr. Ceci, G.—gener! direc- 
tor of Beth Israel Hospital, Boston, 
Massachusetts, has been promoted 
to clinical professor of Preventive 
Medicine of the Faculty of \edicine, 
Harvard University. 













eeping 
SHowatter, CuarLes L.—named ad- — 
ministrator of the Memori:! Hos- Mfergisy) 
pital, Charleston, West Virginia. He JRisinfec 
is presently assistant admit:istrator re 
of the Toledo Hospital, Toledo, wm pm 
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For every 100,000 square feet 
of floor space in your hospi- 
COMMITTEE tal now cleaned and then 
os ane pres age by man-and-mop- " 
and-pail, you can save as muc 
er INFECTION as 7% man days per week, or 
qarisfy : dhatemenkion ’ 60 man hours, by adopting the 
ety she Prafes- : ra one-step Tergisyl method. 
pnal Staff, lighter 
por costs to satisfy 
Administrator, and 
minum costs of best 
plies to satisfy you 
ergisyl offers all. 
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Better control of cross 
infection through simpli- O Complete twice the work in 
fied procedures is half the time — and save 
PREHASING possible with the money on both labor and 
AGENT one-step Tergisyl method materials. One-step 
of disinfecting and Tergisyl cleaning proce- 

cleaning. Reservoirs of dure — which includes 

staph, other common dependable disinfection — is 
pathogens, and TB bacilli quickly accepted, easier 
are destroyed routinely, to follow. 
efficiently with less effort. 























Lehn & Fink's new weapon nousenssren 
to combat cross infection 
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SURGICAL 
STAFF 


























Tergisyl. 


Best defense against DETERGENT—DISINFECTANT 
spread of staph is 

careful attention to 

total environmental 

asepsis, including 

floors. With the 

Tergisyl method, effi- 


cmt general disintec- Cute labor cost 47% 


vith routine cleaning. 





(by mop-and-pail method) 


OwLe Cuts labor cost 22% 


(by machine scrubbing-vacuum method) 


Cuts material cost 5% to 10% 


(using either of above cleaning-disinfecting methods) 





TTANCE 











eeping the O.R. "clean" in 
ery sense of the word is 
asler, quicker with the new 
Frgisyl technic. Efficient 
isinfection and dependable 
ietergency are combined in one f yp ass ) 
leaning step to achieve For details of comparative time studies 
Wironmental asepsis you can 
* proud of. Has no effect on 
onductivity. 


under actual hospital conditions— 


AUGUST, 1958 





Comparative time studies of Tergisyl vs. conventional method 
washing and disinfecting using mop-and-pail technics. One-step 
Tergisyl method reduced the man-time required by 47%. Actual time, 
saved was approximately 25 minutes per 1,000 square feet of floor 
area—a labor saving of 125 man hours or 15 man days per week in a 
300-bed hospital. 


Comparative time studies of Tergisyl vs. conventional machine 
scrubbing vacuum pickup, and mop-and-pail application of disin- 
fectant. One-step Tergisyl method reduced the man-time required by 
22%. Actual time saved was approximately 23 minutes per 1,000 
square feet of floor area—a labor saving of 20 man hours or 244 man 
days each week in areas of heavy soil in a 300-bed hospital. 


Comparative cleaning and disinfecting efficiency of Tergisyl vs. 
conventional method. Subsequent inspection showed greater clean- 
ing ability for Tergisyl than the detergent previously judged accept- 
able by the hospital. “Before” and “after” bacteriological tests 
confirm germicidal efficiency of Tergisyl. 
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Three years of research backed by over 
sixty years of experience have produced 
Tergisyl , detergent-disinfectant 


Since control of cross infection, especially from Staph, 
has become a major problem for hospitals, Lehn & 
Fink has felt an increasing responsibility to do every. 
thing possible to aid in this fight. Producing the most 
efficient disinfectants for hospital use has been our 
chief concern for many years. In addition, we have 
tried to supply these disinfectants in as practical and 
easy-to-use a form as possible so that the hospital 
could devote its attention to actual medical and surgi- 
cal care of the patient. 


Seriousness of the Staph problem has now made more 
adequate and dependable disinfection a necessary 
part of patient care. Development of Tergisyl, com. 
bining the comprehensive bactericidal, fungicidal, 
tuberculocidal efficiency you have come to expect of 
our products with sufficient detergency to clean even 
heavy soil satisfactorily, took many years of research, 
An independent research organization has confirmed 
our findings under actual hospital conditions.* But 
the most convincing test of Tergisyl’s labor-saving 
advantages is use in your own hospital. We hope you 
will try it. Why not write immediately for your free 
sample and literature? 


*Details of report available on request. 








For metered mixing of Tergisyl and water in the 
proper proportions directly from the faucet — 
Use the L&F ECONOMIX'" PROPORTIONER 


No more mixing and measuring. 
With the press of a button, 

the right proportion of Tergisy! is 
automatically released with 

the cleaning water. A carefully 
designed, stainless steel 
attachment which saves time, 
assures efficient use dilution every 
time. Same faucet can still 

be used for clear water. 











Write for Tergisyl brochure and additional 


information about the convenient Economix. 


Lehn & Fink @ Professional 


PRODUCTS CORPORATION DIVISION 


445 PARK AVENUE, NEW YORK 22,N.Y. 
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WILSON SURGEONS GLOVES 


Each RAPAK Unit Contains: 

one pair of the popular Wiltex, white latex 
surgeons’ gloves with curved fingers, rolled 
wrists, color-coded for size... 

BIO-SORB powdered — gauze pads at wrists — 
BIO-SORB Dusting Powder packet in cuff— 
disposable hand drape—double wrapped in 
2-way reusable stretch crepe Kraft—sealed 
with color-indicator autoclave tape imprinted 
with glove size. 

















A DIVISION OF BECTON, DICKINSON AND COMPANY »¢ 


BIO-SORB DUSTING POWDER IS A T.M. OF ETHICON, INC. 
B-D 1S A TRADEMARK OF BECTON, DICKINSON AND COMPANY. WILSON, WILTEX AND RAPAK ARE TRADEMARKS OF THE WILSON RUBBER COMPANY. 


AUGUST, 1958 For more information, use postcard on page 139 






























Who's Who 
Continued from page 56 


in hospital administration. 


Stater, R.—appointed administrator 
of Parry Sound General Hospital, 


Parry Sound, Ontario, Canada. 





Stone, Captain J. E., retired from 
King Edward’s Hospital Fund for 
London, in London, England. He is 
succeeded by W. E. Hatt, who has 


been assistant director of the Di- 


vision of Hospital Facilities of King 


Edward’s Hospital Fund. 


TerRESA, SIsTtER ANNA—appointed 
administrator of St. Joseph’s Gen- 
eral Hospital, Blind River, Ontario, 
Canada. 


Tuomas, Mrs. Dorrre—is now in 


charge of the Adams Hospital at 
Panama City, Florida, succeeding 
Jack L. Moore. 

































Mr. Walsh Mr. Ward 


Wats, Puiie J.—appointed as- 
sistant vice president of the Roose- 
velt Hospital, New York City. He is 
a graduate of Northwestern Uni- 
versity’s course in hospital admin- 
istration. 


Warp, Ricuarp H.—assistant vice 
president of Roosevelt Hospital, 
New York City, has resigned from 
that post to accept the position of 
administrator of the United Hos- 
pital, Port Chester, New York. He 
succeeds Ricuarp C. Leavitt, who 
is now administrator of the Knox 
County General Hospital of Rock- 
land, Maine. 


Wetcu, D. E.—administrator of 
Groves Memorial Community Hos- 
pital, Fergus, Ontario, Canada. 


Worcester, WiLt1AM E., Jr.—has re- 
signed as administrator of the Val- 
ley Hospital in Ridgewood, New 
Jersey. 
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Ohio. Mr. Showalter is a graduate 
of Northwestern University’s course 


SKERRY, WiLL1aAM J.—assistant di- 
rector of Malden, Massachusetts for 
the past two years, has been ap- 
pointed administrator of Somerville 
Hospital, Somerville, Massachusetts. 





YERKEL, GEORGE 


Hospital, Kansas City, Missouri. 


H.—named _as- 
sistant administrator of St. Luke’s 





Editorial Assistant 





Mrs. Stevens 


HOSPITAL MANAGEMENT is happy 
to announce the appointment 
of Mrs. Kathleen Stevens to 
the position of editorial assist- 
ant. She will be responsible 
for special features. 


Charles U. Letourneau, M.D. 











OBITUARIES 


Brumsack, Dr. Lynn H.—chief of 
surgery at Washington County Hos- 
pital, Hagerstown, Maryland. 


Hotmes, Miss SusaN—retired hos- 
pital administrator of Abbott Hos- 
pital, Minneapolis, Minnesota. 


Putnam, Louis H.—superintendent 
of the Staten Island Hospital in 
Staten Island, New York, from 1929 
to 1940. 


SHaw, Dr. Francis—director of 
Dannemora State Hospital for the 
Criminal Insane, Dannemora, New 
York. 


Suppliers 


Girrorp, Witt1am A.—has recently 
been appointed service manager for 
the Hill-Rom Company of Bates- 
ville, Indiana. : 


Hawk, Dr. Epcar A.—has been ap- 
pointed medical director of the Par- 
enteral Products Division of Mead 
Johnson and Company, Evansville, 
Indiana. 






Mr. Schlosser Mr. Strohm 
ScHLosser, ALA E.—appointed man- 
ager of the hospital division of the 
Seamless Rubber Company, New 
Haven, Connecticut. 


Stroum, DonaLp P.—appointed su- 
pervisor of Scientific Products Sales 
in the Columbus, Ohio, division of 
American Hospital Supply Corpora- 
tion. 


WHIPPLE, CLAYTON P.—appointed di- 
rector of research and development 
for the Massillon Rubber Company, 
Cleveland, Ohio. 





Blood Pressure Troubles Eased 
With Simple Rules 







= 1 you have high blood pres- 
sure, these rules from the Ameri- 
can Heart Association will help 
you live more comfortably and get 
the greatest good from your doc- 
tor’s advice: 


1. Try not to worry. Nervous 
tension and emotional storms help 
push blood pressure up. 


2. Get plenty of sleep. Since 
blood pressure is lowest during 
sleep, try to take a short nap or two 
during the day. 

3. Rest before you get tired. 
You'll get more done in the long 
run, and avoid the tension that 
comes with fatigue. 


4. Stay away from competitive 
sports, so you won’t have trouble 
stopping if you get tired. Mild 
exercise, like walking, is good for 
you. 


5. Keep your weight normal. 
Overweight overworks your heart. 

6. Follow your doctor’s advice on 
the use of alcohol and tobacco. 

Remember, much more can be 
done today than was possible a few 
years ago to keep blood pressure 
under control. But, your coopera- 
tion is essential if your doctor is 
to use today’s new treatments most 
effectively for you. See him reg- 
ularly. ® 
From “Your Health.” 
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hospital accounting mastered 


~¢ BURROUGHS 
ACCOUNTING MACHINES 


When Burroughs Typing Sensimatic accounting 
machine checks in at your hospital, modern descrip- 
tive accounting starts checking patients out—accu- 
rately, automatically and fast! Its rapid-fire, jam-free 
typing is a perfect preface to the great variety of jobs 
this money-saving machine will do. Samples: 


e ADAPTS TO ANY ACCOUNTS PAYABLE 
SYSTEM. Suppliers’ remittances prepared and 
items distributed to control accounts in one fast, 
easy operation. 


e SAME MACHINE FOR ANY PAYROLL SYS- 
TEM. Even incidental help is no payroll problem. 


e SPEEDS, SIMPLIFIES PATIENT ACCOUNT- 
ING, too. Sensimatic’s 19-total memory means 
that accumulated patient billing totals can be 
automatically distributed to the proper accounts. 


Write for our free literature on hospital accounting 
plans or call a Burroughs representative at our 
nearby branch office for a demonstration. Burroughs 
Corporation, Burroughs Division, Detroit 32, Michigan. 


»» Burroughs Corporation - 
“hy “NEW DIMENSIONS / in electronics and data processing systems” 


Burroughs and Sensimatic—T M’s. 


AUGUST, 1958 


For more information, use postcard on page 139 








Hospitals and the Law 





Elderly Patient’s Burn of Foot 
Found Result of Placing Bed 
Too Close to Radiator 


@ IN DECEMBER, 1954, the plaintiff, 
aged eighty-one, had pneumonia 
and was treated at a hospital. While 
at the hospital she suffered from a 
shock, as.a result of which the left 
side of her body was completely 
paralyzed. On January 12, 1955, she 
was admitted to the defendant’s 
rest home. At the time of her ad- 
mission her left side was still para- 
lyzed and there was no mobility in 
her left arm and leg. She could, 
however, roll toward the left in bed 
and the defendant had knowledge of 
this fact. The plaintiff was placed in 
a bedroom with another woman and 
occupied a twin size bed. The left 
side of the bed was parallel to a 
wall against which stood a radiator 
of approximately the same height 
as the bed. “As far as ... (The 
plaintiff) could see (the) left side 
of her bed was up against (the) 
radiator.” There were no_ side 
boards on the bed. 

On January 13 the plaintiff was 
made ready for the night by one of 
the defendant’s attendants, a prac- 
tical nurse. The attendant, fearing 
that, because of a tendency to move 
to the right, the plaintiff might fall 
out of bed on the right side, moved 
her “further in the bed to the side 
the radiator was on.” She was 
tucked in under the sheets and 
blankets. The plaintiff was lying on 
her back. From this position she 
could and did touch the radiator 
with her right hand; at that time 
the radiator was cold. Sometime 
during the night the plaintiff awoke 
and found that her left foot, which 
had gotten out from under the 
blankets, was on the radiator. The 
radiator by this time was hot. She 
did not know how her foot got on 
the radiator or how long it had been 
there before she was aware of it. 
She rang for the night attendant 
and when there was no response 
she called for help. “A nurse an- 
swered from way up” and came to 
her aid “as soon as... (she) could 
pull herself together.” There was 
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“no way of telling how long before 
(the) nurse came down” but “it 
seemed to (the) plaintiff as if it was 
an hour.” The plaintiff suffered 
third degree burns on her left foot. 

“We do not think,” the court 
stated, “that there is any basis for 
a finding of negligence on the part 
of the defendant in failing season- 
ably to aid the plaintiff after she 
called for assistance. The plaintiff 
stated that there was no way of tell- 
ing how long it was before the 
nurse came down and her state- 
ment that “it seemed . . . as if it was 
an hour” can hardly be said to 
amount to anything. Doubtless any 
period of time while her foot was 
on a hot radiator would seem long. 
Moreover, she testified that after 
the nurse answered her call she 
came down “as soon as... (she) 
could pull herself together.” If there 
was a case for the jury it must rest 
on what the defendant did or did 
not do in leaving the plaintiff for 
the night in the circumstances here 
disclosed. We cannot say as matter 
of law that the evidence warrants 
no other conclusion than that of 
reasonable care on the part of the 
defendant. 

“The defendant through its em- 
ployee was aware of the fact that 
not only did the plaintiff have a 
tendency to move to the right but 
that she also could “roll towards the 
left.” With knowledge that this eld- 
erly woman was capable of moving 
in either direction in bed, despite 
the fact that her left side was totally 
paralyzed, the defendant's attendant 
placed her bed close to a radiator 
which later in the night became 
very hot. The jury could reasonably 
have inferred that during the night 
the plaintiff while asleep moved to- 
ward the left side of the bed and 
that in so doing her left foot came 
out from under the bed clothes. Al- 
though this was a somewhat unusu- 
al occurrence, we think that a jury 
might, nevertheless, reasonably 
have found that the defendant ought 
to have foreseen and guarded 
against it. It might have been found 
that the defendant was negligent 
either in failing to guard the radi- 


ator or in placing the bed too close 
to the radiator. 

“The defendant’s contention that 
the plaintiff was guilty of contribu- 
tory negligence as matter of law is 
without merit and requires no dis- 
cussion.” 

The verdict for the plaintiff was 
affirmed. 

(Ferguson v. Dr. McCarthy’s Rest 
Home, Inc., 6 CCH Neg. Cases 2d 
1514 Mass.) 


No Proof That Patient’s Death 
Was Caused by Being Pushed 
Out of Bed 


® ON JUNE 26, 1953, decedent Susan 
Johnson was in need of care and, 
after consultation with her phy- 
sician, she was taken to defendant’s 
hospital. She was 80 years of age 
and in a weakened condition after 
an attack of pneumonia. While in 
this condition which required very 
careful attention it became neces- 
sary to change the linens on her 
bed. An employee of defendant al- 
legedly changed the bed in such 
a reckless, careless and grossly neg- 
ligent manner that decedent was 
rolled or pushed out of bed break- 
ing her right leg and left hip. As 
a result she was forced to remain 
in the hospital until July 13, 1953 
after which she was removed to her 
home and confined to her bed until 
her death in April, 1954. 

Action was brought by plaintiff 
as Susan Johnson’s administrator 
to recover for her wrongful death 
caused by the fall from the hospital 
bed. The trial judge sustained de- 
fendant’s motion for a directed ver- 
dict. On plaintiff's appeal, this court 
affirmed the decision stating that 
there was not sufficient evidence to 
submit the case to the jury. Al- 
though the evidence was sufficient 
to take the case to the jury as to 
the negligence in allowing the el- 
derly lady to fall from the bed, the 
medical testimony failed to show 
any causal connection between the 
fall and her death. 

(Brock v. St. Mary’s Memorial Hos- 
pital, 7CCH Neg. Cases 2d 253- 
[Tenn.] (1957) 
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Standard Nomenclature Supplement 
(Second) 


QUESTION: Will you please forward 
a copy of the second Supplement to 
the Standard Nomenclature published 
recently? M.C.D. 


ANSWER: Write to Mrs. Adaline 
C. Hayden, C.R.L., Associate Editor, 
Standard Nomenclature of Diseases 
and Operations, American Medical 
Association, 535 N. Dearborn St., 
Chicago, Illinois for copies. 


Tissue Committee 


QUESTION: Should myelographies, 
encephalographies, pneumoencephalo- 
graphies, ventriculographies and the 
like be presented to our tissue com- 
mittee? There is an anesthetic sheet 
and an x-ray report but no operative 
report on the medical records for such 
cases and I am puzzled. M.S.L. 


ANSWER: These are all roent- 
genographic examinations rather 
than operations, This accounts for 
the presence of reports from the 
x-ray department, and lack of re- 
ports from surgery. Thus, on the 
basis of this information only these 
cases are not material for your 
tissue committee. However, there 
may be other factors which you 
have not included; therefore, I 
would suggest that you discuss this 
with the chairman of your tissue 
committee. 


American Association of Medical 
Record Librarians 


QUESTION: Will you please send me 
the address of the American Associa- 
tion of Medical Record Librarians or 
the Registry of Medical Record 
Librarians? J.W.H. 


ANSWER: Write to Miss Doris 
Gleason, C.R.L., Executive Director, 
American Association of Medical 
Record Librarians, 510 N. Dearborn 
St., Chicago 10, Ill, concerning any 
phase of Association activities in- 
cluding the Registry. 


Medicolegal Handbook 


QUESTION: Some time ago I heard 
that the Illinois Association of Medical 
Record Librarians was working on a 
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medicolegal handbook for its mem- 
bers? Has this been completed, and 
where can a copy be obtained? E.R.L. 


ANSWER: A joint committee of the 
Chicago and Illinois Associations 
compiled a handbook incorporating 
actions required by the laws of the 
city, and State of Illinois, together 
with suggested procedures regard- 
ing the release of information and 
reporting so that uniformity of ac- 
tion could be attained by its mem- 
bers. It was considered that such a 
handbook would be especially valu- 
able, as a reference, for inexperi- 
enced medical record librarians as 
well as those of experience moving 
into the state. 

The Board of Governors of the 
Illinois State Bar Association ap- 
proved this Handbook on Release 
of Information and Reporting from 
Medical Records, Conforming to the 
Laws of the State of Illinois on June 
29, 1957. Copies were sent to our 
Association members and others 
may obtain copies from Helen Gulis, 
R.R.L., Illinois Central Hospital, 
Chicago, Illinois. Price $1.00 each. 

While this handbook will be of 
greatest benefit to Illinois medical 
record librarians it is hoped other 
state associations will be stimulated 
to compile something similar for 
their members. A rewarding, and 
unexpected development has been 
the number of requests received for 
copies from attorneys and insurance 
investigators. 


Microfilming Serial-Unit Records 


QUESTION: We use the serial-unit 
method of filing and gather all previ- 
ous records of a patient together un- 
der the last number assigned. Would 
it not be adequate to prepare only one 
target sheet for the records when 
microfilming, using the last admis- 
sion number? N.S. 


ANSWER: One target sheet would 
not be adequate in such an instance. 
You must remember that with this 
method each case, within the unit, 
has been indexed for disease, op- 
eration and physician under the 
number assigned for that particular 
admission. Therefore, if you were 


asked to pull all the records for a 
specific diagnosis which would in- 
clude one made on a second read- 
mission of a particular patient, and 
his latest number had been assigned 
on a fourth readmission, you would 
have no way of tracing the particu- 
lar chart, which you now need, 
unless you have included a target 
sheet for each number, indicating 
thereon where the chart has been 
moved. 

When filing records by the serial- 
unit method an out-guide should 
be left in the file each time a chart 
is moved forward so that you will 
always know where to find a par- 
ticular chart. (Many leave the 
original folder for the previous 
admission, in its proper numerical 
position in the file, with a notation 
“To No. 0000.” Thus, that particular 
medical record can always be found 
quickly, and easily.) Then when 
microfilming a target sheet should 
be made for every out-guide con- 
taining this same information show- 
ing where the record had been 
moved. 


Number for Newborn 


QUESTION: We have a small hospital 
with limited storage space and per- 
sonnel, and use serial numbering. We 
think we might conserve time and 
space by filing the mother and baby 
charts together, and are _ therefore 
considering prefixing a letter to the 
mother’s number for the baby, and 
combining the charts? Would this be 
practical? L.1.G. 


ANSWER: Such a method is not 
considered good medical record 
practice. In addition, the Joint Com- 
mission advises a unit record for 
every patient. Thus, all records of 
any one patient will always be filed 
together. Using the serial number, 
as you do now, and bringing charts 
forward under the latest number 
for every patient will attain a unit 
chart. From experience, I know that 
the only space saved is the thick- 
ness of the newborn folder, which 
is minimal, and little time is saved 
due to the fact that if either the 
mother or baby is readmitted two 
records must be disturbed instead 
of one. # 
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What Associations Are Doing 





Saint Louis University Hospital Administration Class 


Left to right—Front row: Charles E. Berry, Harold Hinderer, John T. James, 
Rev. John J. Flanagan, S.J., Sister Anthony Marie, Sr. M. Urban, Sr. M. 
Coronata, Sr. M. Aileen, Orlando R. Pozzuoli, Sr. Rose Vincent, Sr. M. 
Kieran, Sr. M. Rita, Sr. M. Bernardine, Sr. M. Agnes, Sr. M. Euphrasia, Sr. 
M. Grace, Sr. M. Joan, Sr. M. Raymond and Sr. M. Eva. Left to right—Back 
row: Robert McGlynn, Wilbur Christopher, Sr. M. Leonella, Sr. M. Francine, 
Sr. M. Ellen, Sr. M. Ursula, Sr. M. Edwardine, Robert DeBacker, Roy Thorn- 
ton, Francis P. Weston, Melvin Nicholson, Sr. Edelburg, Sr. Olivia Maria, Sr. 
M. Sylvia, Sr. M. Geraldine, Sr. M. Annella, Sr. M. Amadeus, Sr. M. Walter, 
Sr. Myra James, Sr. M. Consolata. 


West German Officials Visit U. S. Hospitals 


Left to right, first row: Oberregierungstrat und oberregierungsmedizinalrat 
Dr. med. Kiessig, Ministry of the Interior of the Land Schleswig-Holstein; 
Mrs. Marie Gehrt Betriebswirtin, German Hospitals Association, Kloster- 
strasse 35 Dusseldorf; Dipl. - Ing. Walrat von und zur Muhlen, Architect, 
Schumannstrasse 10, Frankfurt/Main; Stefen A. Tarnowski, International 
Service, Interpreter. 

Second row, left to right are: Oberfeldarzt Dr. med. Friedrick Harting, Fed- 
eral Ministry of Defense, Bonn; Regierungsbaudirektor Alfred Schwalke, 
Federal Ministry of Finance, Bonn; Ministerial Dr. med. Blohmke, Federal 
Ministry of Labor, Bonn. 

Third row, left to right: Thomas J. Murphy, Johnson & Johnson Research 
Center; George M. Goettelman, Vice President, Society for Advancement 
of Management; Professor Dr. Benno Schachner, Ordinary Professor of the 
Technical University of Aacken; Dipl.-Ing. Herman-Wolf Meyer, Regierungs- 
baumeister a. D., Technical University of Berlin - Charlottenburg, Institute 
for Hospital Construction. 
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Left to right: James G. Carr, Jr, 
administrator of Memorial Hospital 
of Natrona County, Casper, Wyo- 
ming, was named president. Herbert 
A. Anderson, right, administrator of 
Lincoln General Hospital, Lincoln, 
Nebraska was selected as president- 
elect to take office at the convention 
next year. 


Greater St. Louis Hospital 
Council 


LS 


Dr. Brady and Mr. Nester 


™ ELMER F. NESTER, executive di- 
rector of the St. Louis Blue Cross 
Plan, was honored by members of 
the Greater St. Louis Hospital 
Council. Nester, who is retiring, was 
presented with a silver bowl by 
Frank R. Bradley, M.D., director of 
Barnes Hospital, on behalf of mem- 
bers of the Council. 

Dr. Bradley praised Mr. Nester 
for his broad understanding of hos- 
pital problems and pointed out that 
he had never lost sight of the prin- 
ciples adopted by the Blue Cross 
Commission of the Americar Hos- 
pital Association that the hospital 
sponsored plans should provide the 
broadest protection possible in serv- 
ices. 
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Floor Machines and Vacuum Cleaners Serving YOU 





for Over a Quarter of a Century! 


Hild maintenance equipment has 
been used in the finest hotels, 
schools, hospitals and restaurants 
for thirty years. Leading executive 
housekeepers and maintenance 
men recognize the ‘Bonus-Built’”’ 
features available only in Hild 
machines .. . they know from ex- 
perience that Hild machines are 
easier to handle, do a better job 
and are almost impossible to wear 
out. Many Hild machines have 
been in use for the past 30 years 
and are still going strong. 


Here are the new 1958 Hild models—over fifty different 
machines available to handle every possible floor and car- 
pet maintenance*job. Use the coupon on this page for 
complete information and a FREE demonstration. 


ALL ALUMINUM 


VACUUM CLEANER 
Weighs Only 19 Pounds 
Wet and dry model light 
enough for women to carry, 
but with same dependable 
performance as large 
industrial models. 

For use with 1/2” 

or 1%” hose and tools. 


LUCKEE 13 Lightweight 
Scrubber-Polisher 


Completely new 13” floor machine 
designed and built just like the 
larger Hild models. All deluxe 
features—adjustable handle, safety 
switch, wide non-marking bumper 
and interchangeable brush 
attachments. Shower-feed 

model available with 

tank on handle for 








POLISHER 

Ideal for institutions with large 
floor areas to maintain. Deluxe 
construction with interchangeable 
attachments for scrubbing, wax- 
ing, polishing and buffing. 


VERSATILE VACUUM CLEANER 


Powerful twin motor model for 
we with any 55 gallon drum. 
Handles tough wet or dry cleaning 
jobs with 1%", 2” or 3” hose. 


AUGUST, 1958 


a NEW FLOOR AND 


RUG SCRUBBER 
Famous Hild Shower-feed machine 
with new low design—enables 
operator to get under hospital 
beds, desks and chairs for fast 
cleaning. Eight different models. 


The Safest Floor Finish Ever 
Developed 

HILD ‘‘500’’ NON-SLIP 
SYNTHETIC FLOOR FINISH 


* Non-slip — safe even for 
patients on crutches. 


* Can be used on every type 
of floor with top perform- 
ance 


* Resists scuffing — buffs to 
brilliant shine. 


* Rinses bright — does not 
leave cloudy haze. 


fast scrubbing. 





UL LISTED EXPLOSION PROOF VACUUM CLEANER 


Explosion proof vacuum cleaners for use in hospital operat- 
ing rooms and other hazardous locations. Wet and dry 
pickup. Available in 10, 15, 30 and 55 gallon models. 


wen meena 


HILD FLOOR MACHINE COMPANY INC. 


1217 W. Washington Blvd., Chicago 7, Illinois 


GENTLEMEN: HM88 
Without cost or obligation send complete information on: 
[-] FLOOR POLISHING AND SCRUBBING MACHINES 

(_] PORTABLE VACUUM CLEANERS 

[) NON-SLIP FLOOR FINISH 

(_] HAVE HILD REPRESENTATIVE CALL 

NAME 
FIRM. 








ADDRESS. 





CITY. 





For more information, use postcard on page 139 





The New Jersey Hospital 
Association 


Left to right, seated: Dr. Abram L. 
Van Horn and David V. Carter. 
Standing — left to right: J. Harold 
Johnson and Ralph E. Vannozzi. 


# Dr. Abram L. Van Horn, medical 
director of Kate Macy Ladd Con- 
valescent Home, Far Hills, was 
elected president of The New Jersey 
Hospital Association. 

The election took place at the 
Association’s annual meeting in At- 
lantic City, held in conjunction with 
the tenth annual Middle Atlantic 
Hospital Assembly. 

Dr. Van Horn succeeds Ralph E. 
Vannozzi, administrator of The 
Bridgeton Hospital, Bridgeton. 

David V. Carter, administrator of 
Fitkin Memorial Hospital, Neptune, 
was named president-elect. 

The Rt. Rev. Msgr. Francis M. J. 
Thornton, Bishop’s Representative 
for Hospitals, Diocese of Trenton, 
was elected vice president. Nelson 
O. Lindley, administrator of Somer- 
set Hospital, Somerville, was re- 
elected treasurer. 

Elected to the Board of Trustees 
for three-year terms were John W. 
Kauffman, administrator of The 
Princeton Hospital, Princeton, and 
Miss Cora E. Gould, administrator 
of New Jersey Orthopaedic Hospital, 
Orange. 


American Association of Fund- 
Raising Counsel, Inc. 


= The American Association of 
Fund-Raising Counsel at its twenty- 
fourth annual meeting elected the 
following officers for the 1958-59 
year: Carlton G. Ketchum of Pitts- 
burg, president; Alexander E. Mc- 
Intosh of New York, vice president; 
Charles A. Anger of New York, 
secretary; Raleigh L. Smith of New 
York, treasurer. 

The Association has a member- 
ship of 27 firms engaged in fund- 
raising counsel and management, 
for gift supported organizations and 
institutions. 


National Naval Medical Center 


Students and instructors of the U. S. Naval School of Hospital Administra- 

tion, Bethesda, Maryland, stand with 37 visiting students from the class of 

Hospital Administration in the School of Public Health and Administrative 

Medicine, Columbia University, New York City, during their visit to the 
Medical Center recently. 


University of Chicago Hospital Administration Graduates 


First row, left to right: Gerald B. Cole, Jerry L. Buckingham, Dr. Lauro Vi- 

valdo-Fernadez, Dean E. Leiser, James R. Shawver, Jack C. Robinette. Sec- 

ond row: Thomas E. Coull, Lee Pridgen, Jr., David L. Allen, William L. 

Boyd, Thomas J. Broderick, Alfred J. Sparkes, Jr. Third Row: So Zimmer- 

man, coordinator; Vernon Forsman, associate director; Ray E. Brown, di- 

rector; Irvin G. Wilmot, assistant director; James A. Connelly, assistant di- 
rector; David M. Hatfield, assistant director. 


Hospital Administration Class University of Minnesota 


Back row: Cris A. Stang, William J. Hartung, Dr. Guillermo Fajardo-Oriiz, 
Thomas J. Campbell, Keith E. Ingbritsen, Roger E. Gurholt, Arvid B. 
Brekke, John S. Glass, Paul A. Teslow, Lawrence A. Hill; Middle row: Jack 
R. Fecteau, John P. Rugh, Victor M. Jaramillo, Michael M. Walker, John J. 
Rockwell, Paul H. Ward, Jr., Richard A. Cranford, Glen R. Clark, Gordon K. 
Flom; Front row: Willis J. Hindman, Janet G. Brodahl, James A. Hamilton, 
Director, Dr. Gaylord W. Anderson, director School of Public Health, James 
W. Stephan, associate director, Edith M. Lentz, research director, Raymond 
E. Seaver, Thomas Q. Bergfald. 
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Northwestern University 


HORTHWESTERN GHIVERSITY . 


Front Row (left to right) Robert F. Gilmore, George W. Jackson, Morris 
Parrish, John Stocking, Ronald H. Wilson, Harry Eliazarian. 
Second Row (left to right) Roger W. Weseli, John C. McGreevy, Jerome M. 
Kasdan, Selma N. Earle, Charles U. Letourneau, M.D., director of the Pro- 
gram in Hospital Administration; Laura G. Jackson, associate director of the 
Program in Hospital Administration; Frederick L. Gibson, Herbert P. Neef, 
Alan H. Toppel, Joseph A. Sounders, 
Third Row (Left to right) Edward L. Olson, Peter R. Marian, Lloyd J. Ver- 
ret, Richard M. Warren, John G. Schill, William L. Benson, William J. Allen, 
Jack L. Samuels, Captain William F. Baker, Joseph L. Faletra, Ronald E. 
Kohr, Gerald M. Krantz, James V. Doresett, Jr., Rolin H. Johnson, Louis J. 
Lonni, Robert A. Tittle, James F. Shepherd, Melvin A. Lyons. 
Last Row (left to right) William D. Hillard, Charles D. Holland, Robert E. 
Huesers, Don L. Arnwine, Frank Putenneu, Jr., Lee Reich, James C. Ruth- 
rauff, John P. Certo, Raymond W. Leitner, James R. Horton, Mark E. Wit- 
tock, Karl D. Glunz, Lt. John Frezza, Robert J. Aronno, John L. Stellner, 
Cyril H. Weagle, Jr. 

Absent when picture was taken: George Mancuso. 


Columbia University — Administrative Residents 


_ 


Left to right—Front Row: Sister Gertrude Veronica; John A. Blake; Dorothy 
M. Gioielli; Clement C. Clay, M.D., associate professor; E. Dwight Barnett, 
M.D., professor; Magda P. Shorney, M.D., assistant professor; Margaret L. 
Beede; Robert K. Schwartz; Second Row: Antonio Vega; Kiyoshi Iwasa, 
M.D. (special student); Ekrem Okyay, M.D.; Uri Khassis, M.D.; Stanley C. 
Stevens; Joseph B. Smolens; George H. Petti; Saul Carb; John D. Tubbs; 
Third Row: Ramon A. Rivera-Rivera; Aurelio Llado-Hernandez; Pascual 
Navarro, M.D.; Marcelino Ramos; Richard S. Warren; Harry D. Gottschall; 
Silvio J. Pascal; Howard N. Newman; Walter R. Rentschler, Herbert M. 
Lukashok, David B. Starkweather, Richard Feldman, E. Geoffrey High. Ab- 
sent: Eliseo Borrero; Rafael Bruno-Rivera; Roland H. Simmons. 
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THIS IS THE BARNSTEAD 
STILL YOU NEVER HAVE 
TO CLEAN. The Barnstead Conden- 


sate Feedback Purifier in addition 
produces extremely pure distilled water. 
The boiler steam which is used to heat 
the still is first condensed through a flash 
cooler. This water is then passed through 
a demineralizer, a carbon filtration unit 
and is then introduced into the evapora- 
tor of the still. Final distillation then re- 
moves all traces of bacteria, pyrogens, or- 
ganic matter etc. Demineralizer cartridge 
is changed infrequently. 


PUREST DISTILLED WATER 
AT 30 GALLONS PER HOUR 
Barnstead Model SSQ-30 produces the 
same high quality, pyrogen-free distilled 
water as smaller units. Suitable for all 
hospital purposes including central supply, 
pharmacy, and intravenous solutions. 


NEW LITERATURE. Write for 
your copy of NEW Catalog “H”. It de- 
scribes Barnstead’s complete line of single, 
double & triple effect stills for the hospital 
in capacities of from % to 1000 gallons 
per hour. 
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vayment and insurance companies. 
“his may be seized upon as a rea- 
on to relax. Nothing could be more 
infortunate because sooner or later 
omeone has to pay the costs of 
1ospital and medical care. The 
ooner this cost is minimized 
hrough the proper blend of am- 
yulatory and inpatient care, pre- 
rention and the like (with the hos- 
vital playing an active role), the 
ooner the present hospital system 
Ss saved. 


‘atients 


The patient, by and large, holds 
he hospital responsible for meeting 
vis own particular needs. In this 
eference framework the hospital’s 
‘esponsibilities are related to an 
igregate of individual needs, each 
lightly different from the other in 
erms of clinical and psychological 
ontent. 

Such things as_ regionalization, 
he audit and a budget program 
nay be nice but when ill the aver- 
ige member of the public may well 
ocus on good nursing care, a pleas- 
int environment and palatable food. 
Te may even take good medical and 
urgical care for granted. Depend- 
ng on such factors as the nature 
ind severity of the illness and how 
he people who come in contact 
vith the patient get along with each 
ther, seemingly little things such 
is questions and delay at admitting, 
risiting hours, conversations about 
vaying the bill and being kept in 
he dark about what is happening 


ire apt to become of paramount or ° 


ninor importance. 

The responsibilities of the hospital 
n these terms shift dramatically 
rom the community and program 
© individuals and service from 
jlanning and management tech- 
1iques to still valid and much ma- 
igned tender loving care. 

What the hospital has to watch 
s that, under stress, the average 
yatient might confuse good nursing 
‘are and good food with technically 
ound medicine. There is an admin- 
strative temptation to do the same 
hing. We are all aware of many 
mall hospitals, some with inade- 
juate medical programs, who are 
1ighly considered because of the 
varmth of the bedside family. 

The patient public is apt to be a, 
»00r public to test for total hospital 
‘ffectiveness and yet many hospitals 
»ersist in the practice. 


Relatives and Visitors 


This public identifies closely with 
the individual patient’s needs or 
their perception of these needs. The 
main difference is that since their 
health is not at stake there is less 
brake on their ventilations. 

Here are apt to originate demands 
and prejudices that rock hospital 
administration ranging all the way 
from demands for preferential 
treatment based on past services to 
the hospital to accusations that the 
total objective of a hospital is to 
reduce normally resilient families 
to a state of financial despondency. 

Like the patient himself this pub- 
lic is very apt to require that the 
hospital develop an infinitely flex- 
ible system adaptable to the ca- 
prices of all so that despite the in- 
consistency each is living in com- 
plete equilibrium with his needs. 

These are emotional requirements 
but they are as real as a power line. 
The question of course is what is 
the hospital’s responsibility for eq- 
uity among individuals or to the in- 
dividual who despite our protesta- 
tions to the contrary often is legit- 
imately emotional when ill or visit- 
ing the ill. 
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Public as a Whole 


Finally under what publics expect 
of the hospital we might comment 
on that amorphous thing called “the 
public as a whole,” which has been 
mentioned has been used on occa- 
sions to justify all sorts of rational- 
izations. 

From what little evidence we 
have from public opinion polls and 
personal experience, it appears as 
though the public at home divorced 
from organized leadership tends to: 

a. Have little knowledge of such 
factors as availability of emergency 
services, medical staff qualifications 
and administrative efficiency; 

b. Know little about whether 
trustees get paid or what nonprofit 
status means; 

c. View health and illness as a 


rsonal problem rather than a 
co blem; 


d. Lack adequate yardsticks with 
which to measure both personal and 
community health needs; 

e. View health and illness accord- 
ing to the subculture to which a 
person belongs, and attendant fac- 
tors such as ability to purchase 
health, degree of community ac- 
ceptance and amount of education; 

f. Tend to be interested in getting 
well much more than in keeping ' 
well; 
and (among other factors) 

g. Feel that the average commu- 
nity hospital is “theirs, not “ours”. 

The public as a whole, in other 
words, is apt not to be forcefully 
articulate, informed or sophisticated 
about self or community needs. 

Until recently this group has been 
used as a standard of hospital per- 
formance — used by hospitals to 
justify that all is all right, that their 
responsibilities to the community 
are being discharged. In answer to 
direct questions about the hospital 
this group either expresses approval 
or no comment in the majority of 
instances. 

It should be unmistakably clear 
that this group is no longer (if it 
ever was) a good standard viewed 
either from the position of a power 
play or more idealistically in terms 
of community needs. The organized 
groups on the other hand, such as 
government management and labor, 
must be carefully balanced against 
a professional assessment of need. 


How The Hospitals’ Publics See 
the Average Hospital Accepting 
Its Responsibility To the 
Community 


There is, of course, no average 
hospital; hospitals all vary in some 
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(Flex-Straws are paper...so there’s never any danger of broken glass. ) 
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on! 
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Flex-Straw’s unique bending action eliminates lost motion in patient bed 
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form or another. And within a given 
hospital the envisionments vary 
(often considerably) among trus- 
tees, administrators, medical staff 
and other key groups. The board of 
trustees may feel that the proper 
responsibilities of the hospital are 
one thing and the medical staff feel 
quite another. 

Throughout this mosaic, however, 
certain inclinations are evident to 
the public, perhaps as the precipi- 
tate of interaction among the key 
groups and not as the pure feeling 
of any one group. 

6 The average hospital has been in- 

clined to focus on short-run con- 
siderations, to be preoccupied with 
the exigencies of the moment. There 
has been a collective tendency to 
ignore what is happening in the en- 
vironment surrounding the hospital, 
to note events that although not of 
immediate impact are slowly shap- 
ing the future role of the hospital. 
For example, what is happening to 
the population in terms of growth, 
age distribution, geographical dis- 
tribution; what is happening in the 
realm of medical science; what is 
happening to affect peoples’ feelings 
toward health; what is happening 
prepayment-wise. 

There has been a tendency to 
duck the question of quality of care, 
to define what it is, how it can be 
measured, and to set up the ma- 
chinery for implementation. 

There has been a tendency on the 
part of hospital management to 
view the role of the hospital in a 
parochial fashion overlooking great 
potentialities in the areas of pre- 
vention, diagnosis, rehabilitation, 
chronic disease, health education 
teaching and research all under one 
auspices, or in becoming so en- 
grossed in individual hospital in- 
tegrity and intramural loyalty that 
area-wide needs pegged to conti- 
nuity of care are lost in the shuffle. 

There has been a tendency to fo- 
cus on solvency rather than experi- 
ment with new programs. 

That these tendencies have and 
do exist is understandable. It is al- 
ways easier to tackle the little 
everyday problems and let the fu- 
ture take care of itself. And there 
has been so much talk lately of 
management techniques such as 
motion and time study, job analysis 
and public relations, and the social 
organization involving communica- 
tion, participation and morale, that 
the total responsibility of the hos- 
pital has too often degenerated into 
being efficient (whatever that is) 
and being happy. | 

That these tendencies have and 
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do exist is also regrettable. What 
the hospital field needs more than 
anything at the moment is to face 
its larger responsibilities. It needs 
to define its goals and objectives, it 
needs to translate these into policies 
and see that they are carried out,» 
it needs to identify its constituents 
and their needs and work out effec- 
tive relations. All of this requires 
statesmanship and it involves cour- 
age because what is so obviously 
right in some communities must be 
achieved in the face of slightly op- 
posing vested interests. 

Hospital administrators as agents 
of the board of trustees face a real 
challenge to move from a passive to 
an active role, to assign a lower or- 
der of function to subordinates and 
to start worrying about meeting to- 
morrow’s needs rather than seeking 


long run organized publics want a 
truly general hospital articulated 
into bed and ambulatory programs 
and organized so that quality of 
care and savings are maximized, 
Given this they will pay the bill. It 
is also certain that the publics are 
not willing to drift uncertainly from 
one expediency to another, and that 
as hospital policy, decisiveness of 
action and control are defaulted, 
they will drift outward to other 
groups less sensitive to the immedi- 
ate problems involved. 

In essence the hospital has tended 
to reflect the needs of its key work- 


ers as much as long-run unity 


“needs, if not more so, an two 


are not usually identical. It has 
tended to be apologetic about 
stressing the latter even though this 
is the tap root of the hospital’s ex- 


comfort from a plush economy. istence as a nonprofit institution. ™ 


A few things are certain. In the 
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Back row, left to right: Maj. K. G. Howard, Lt. Col. J. A. Mikuluk, Lt. Col. 
M. F. Evans, Maj. H. K. Koch, 1st Lt. C. A. Sojo, Maj. V. E. Case, Maj. J. L. 
Flora, Maj. F. S. W. Whittington (Canada), Maj. J. L. Epperson, 1st Lt. R. E. 
Woodruff, Capt. R. A. Watson, 1st Lt. D. S. Holman, Maj. D. P. Cook, Capt. 
F. S. Tarantino, 1st Lt. J. R. Carvajal (Colombia), Capt. J. Atkins, Lt. Col. 
W. F. Hampton, Maj. E. M. Strobel, Col. W. T. Peung (Taiwan), and Lt. Col. 
C. D. Hoover. 

Middle row, left to right: Lt. Col. J. J. Fried, Capt. A. M. Meyer, Maj. M. J. 
Carr, Capt. J. B. Culbertson, Maj. M. Ginalick, Maj. J. C. Burgio, Maj. F. E. 
Van Sickle, Lt. Col. A. F. Hussain (Pakistan), Maj. D. C. Clark, Lt. Col. O. D. 
Smith, Lt. Col. R. F. Lerg, Capt. H. Diehl, Jr., Lt. Col. J. E. Lewis, Col. Ali 
Parmoon (Iran), Lt. Col. Lee Kiyoon, (Korea), and Maj. W. S. Beck. 

Front row, left to right: Lt. Col. A. B. Hunt (chief, comptroller branch, de- 
partment of administration), Capt. E. B. Witte, Maj. R. A. Cleveland, Col. W. 
A. Hamrick (director, department of administration), Brig. Gen. E. DeCour- 
sey (School Commandant), Lt. Col. S. A. Edwards (chief, command «and 
management branch, department of administration), Mrs. Rose T. Nigrelli 
(instructor), and Maj. Rybye W. Archer. 





Meet and greet your friends at HOSPITAL MANAGEMENT Booth 
775 at the Annual Hospital Convention held at the Interna- 


tional Amphitheater, Chicago, Illinois. 
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BROWN 
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adjusted their personal commit- 
ments around a definite and sched- 
uled work week. Their friends are 
equally aware of their work sched- 
ule. The full-time staff may also 
forget the sorts of things that pre- 
vent them from reporting to work 
on occasion. All of this means that 
the full-time staff must accept the 
reality of the volunteer’s position 
in defining her dependability. With- 
in the context of this definition the 
volunteer must also accept her re- 
sponsibility to the hospital. If it is 
not possible for her to develop a 
schedule of attendance that she 
can meet with reasonable consist- 
ency she should not enlist as a vol- 
unteer. Another potential cause for 
resentment is the chance that the 
volunteer may have a superior 
social position in the outside world. 
This fact may be reflected in the 
poise, grooming, and manners of the 
volunteer. These are very valuable 
assets to the role of the volunteer, 
but they are a hazard to relation- 
ships with the paid staff unless they 
are combined with sincere interest 
in the work of the department and 
a demonstrated respect for the skill 
and worth of the paid staff member. 
The sensitive nature of the relation- 


ship between the paid and the un- 
paid emphasizes the need for orien- 
tation of both groups to the likely 
problem areas. 


Attitude of Staff Toward Volunteers 


Like the volunteers, the attitudes 
of the paid staff offer a means of 
evaluating the manner in which the 
volunteer program is affecting their 
interests. 

© Does the staff welcome the as- 
signment of volunteers to their 
area? 

© Is there a friendly attitude of 
helpfulness toward the volunteer 
or is it an attitude of bossing? 

© Does the staff attempt to slough 
off their own duties on to the volun- 
teer? 

e Is there respect for the unique 
contribution the volunteer can make 
or is the volunteer considered a 
necessary nuisance? 

® Do the supervisors accept the 
same responsibility for developing 
and sustaining the interest of the 
volunteer as they do for the paid 
staff? 


The Medical Staff Interest 


The medical staff of the hospital 
is directly affected by everything 
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the hospital does and everything 
done to the hospital. This hospital 
is likewise affected by everything 
the individual member of its medi- 
cal staff does. The volunteer pro- 
gram will, of course, serve the ‘in- 
terest of the medical staff to the 
extent it serves the other interests 
involved in the program. The doc- 
tor’s main concern, however, will 
be the manner in which the pro- 
gram influences the care of his own 
patients and his evaluation will be 
centered on that question. At the 
same time his attitude toward the 
volunteer will significantly influence 
what the volunteer is permitted to 
do and her own estimation of how 
well she is doing it. The volunteer 
recognizes the doctor as the captain 
of the patient care team, and at- 
taches more importance to what he 
says, or does not say, than the doc- 
tor often intends. The administrator 
must be sure the members of the 
medical staff understand the aims 
of the volunteer program. They, in 
turn, have an obligation to give rec- 
ognition to the volunteer whenever 
such recognition is due. 


The Hospital Interest 


Finally, there is the interest of the 
hospital as a whole. This interest in- 
cludes the other interests discussed 
above, but is not confined to them. 
One important concern of the hos- 
pital is the cost of the volunteer 
program. The administrator must 
relate costs to the contributions of 
the volunteer program without the 
aid of exact and precise standards. 
Neither the benefits nor the costs of 
a volunteer program lend them- 
selves too readily to quantitative 
measurement. Volunteer service is 
supplemental service and much of it 
is intangible. Also much of the cost 
is indirect. The most significant 


costs are not the direct expenses of 
the volunteer program, but are the 
more obscure expenditures of time 
and effort spent by the regula 
staff in acquainting the voluntee 
with her work, in supervising, and 
in maintaining her interest in the 
work she is doing. These are the 
necessary costs if the volunteer js 
to be properly adjusted to the 
strange and complex hospital en- 
vironment and if she is going to 
productively participate in the work 
of the hospital. Unless all levels of 
the hospital hierarchy are prepared 
to face these costs, the hospital 
should not commit itself to the pro- 
gram. The alternative is a free- 
wheeling group of uninstructed and 
unsupervised individuals pleasing 
neither themselves, the patient, nor 
the hospital personnel. 


The Administration and The Volunteer 


It is in this connection that the 
hospital administrator needs to 
evaluate his own feelings relative to 
the volunteer program. 
® Does he really believe in the 
value and importance of the volun- 
teer to the hospital program? 
® Has he demonstrated the sort of 
support that will help assure accept- 
ance of the volunteer program 
throughout the organization? 

@ Has he provided the necessary 
resources in terms of staff, space 
and budget? 

© Has he helped develop policies 
and procedures that will assure ade- 
quate recruitment, orientation, 
training, assignment and continuing 
evaluation of the individual volun- 
teer? 

A good volunteer program re- 
quires more than lip-service from 
the administrator. 


External Relations and The Volunteer 


The impact of the volunteer pro- 
gram on the external relations of 
the hospital is another area of con- 
cern to the hospital. Improved pub- 
lic relations can be the volunteer 
program’s greatest contribution to 
the hospital. Hospitals are com- 
munity agencies and must have 
community understanding. This un- 
derstanding does not derive from 
what the hospital says about itself, 
but instead from what is said by 
those who have had contact with it. 
The volunteer is in a singular posi- 
tion to talk and to have her opinion 
respected. Most of her contacts are 
outside the hospital and among var- 
ied groups. Many of her friends will 
not have had a direct experience 
Please turn to page 121 
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Central Service 





by Mary Helen Anderson, R.N. 


News from CS. Groups 


® CONGRATULATIONS to Mrs. Harriet 
Melland of Grace Hospital, Hutch- 
inson, Kansas, who has just been 
elected the new president of the 
CENTRAL SERVICE NURSES ASSOCIATION 
OF MISSOURI AND KANSAS. The annual 
meeting of this organization was 
held at St. Luke’s Hospital, Kansas 
City, Missouri, on June 6. An all 
day program provided opportunity 
for the sizable group of C.S. people 
gathered for the meeting to share 
experiences and gather new ideas 
for better administration of their 
departments. Your HM Central 
Supply editor was privileged to at- 
tend the meeting and it is more and 
more apparent that this is what we 
need in this field. One of the impor- 
tant decisions made at the business 
meeting was the adoption of the 
motion to join the National Associa- 
tion of Hospital Central Service 
Personnel, recently formed. We 
trust that this will be the first step 
in making the national association 
strong and effective. Membership is 
open to any of the groups of C. S. 
personnel. . 


Encouraging reports come to us 
from the west coast. The nurse per- 
sonnel from about 20 hospitals cov- 
ering an area of nearly 100 miles in 
Washington and Oregon comprise 
the Interstate Central Service Asso- 
ciation. In February 1953, a small 
group of nurses met at Providence 
Hospital in Portland, Oregon. They 
were the head nurses of Central 
Service from various hospitals in 
the city of Portland, and they dis- 
cussed the cleaning and dispensing 
of articles common to that depart- 
ment. In 1954, during their third 
“get-together”, it was agreed to in- 
vite the head nurses of the Central 
Service departments in the sister 
city of Vancouver, Washington. 

In February 1955 the group de- 
cided that more consistent progress 
could be made if they formed an 
organization, and so the “Central 
Service Supervisors of the Port- 
land-Vancouver Area” was_ born. 
The public library was designated 
as the meeting place. 

Through the months and years 
the organization grew both in scope 


In attendance at the April meeting of Interstate Central Service Asso- 
ciation, held at the Veterans Administration Hospital, Portland, Ore., were: 
Front row (l. to r.): Lena Richard, VAH, Vancouver, Wash.; Pauline 
Hisel, Clark County Hosp., Vancouver, Wash.; Maybelle Cunnington, VAH, 
Portland, Ore.; Eudora Campbell, Providence Hosp., Portland Ore.; Lois 
Hines, Tuality Community Hosp., Hillsboro, Ore.; Irene Lugie, Vancouver 
Memorial Hosp., Vancouver, Wash.; Irene Foster and Trullis Richardson, 
VAH, Portland, Ore.; Mable Rusch, Good Samaritan Hosp., Portland, Ore.; 
Fredericka Grable, University of Oregon Medical School teaching hosp., 
Portland, Ore. 
Back row (l. to r.) are visitors: Dorothy Haines, American Red Cross 
Pacific Northwest Regional Blood Center, Portland, Ore.; Ruby Bartlett 
Tuality Community Hosp., Hillsboro, Ore. 
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and membership. Hospital ad:ninis- 
trators, Central Service nurses, and 
allied personnel from outlying 
communities became aware of this 
group that met each month io dis- 
cuss problems, ideas and othe: areas 
of interest common to the partici- 
pants. Representation now includes 
20 hospitals covering a radius of 
about 100 miles. The meeting place 
has changed from the public library 
to representative hospitals, with a 
tour of the Central Service depart- 
ment of that particular hospital a 
part of each program. 

In February 1958, in acknowledg- 
ment of the organization’s growth, 
the group was re-named and is now 
identified as “The Interstate Central 
Service Association.” In keeping 
with sound organizational policy, re- 
vised bylaws were established to 
govern meeting and membership 
regulations. 

In accordance with these bylaws 
membership has been restricted to 
registered nurses currently in 
charge of, or working in Central 
Service departments. However, all 
Central Service employees or in- 
terested hospital personne! are 
cordially invited to attend any or 
all of the regular business meetings. 

We are indebted to Mrs. Irene C. 
Foster, R.N., of the V.A. Hospital, 
Portland, Oregon, for telling us 
about the work of the ICSA, as well 


as sending us a picture of the group. 
® 


Idea of the Month 


® FROM Mrs. Maude L. Brady. 8.N., 
supervisor, Central Supply at !tich- 
mond (Virginia) Memorial Hospital, 
comes an interesting suggestio for 
strengthening personnel relations in 
C.S. She sent us a little pin and 
chain which she gives to each em- 
ployee in her department whose 
length of service exceeds six 


Please turn to page 105 
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postoperatively 

in pregnancy when 
vomiting is persistent 

following neurosurgical 


diagnostic procedures 


in infections, intra-abdominal 
fo r disease, and carcinomatosis 
nausea 
ae @ 
and vomiting 


after nitrogen mustard therapy 
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provides prompt, potent, and long-lasting control 
e capable of depressing the gag reflex 
e effective in cases refractory to other potent antiemetic agents 
e may be given intravenously, intramuscularly and orally 
e no pain or irritation on injection 


ANTIEMETIC DOSAGE: 

Intravenous: 8 mg. average single dose 
Dosage range 2-10 mg. 

Intramuscular: 15 mg. average single dose 
Dosage range 5-15 mg. 

If subsequent parenteral dose is needed, 
one-half the original dose will usually suffice 
Oral: 10-20 mg. initially; then 10 mg. t.i.d. 
SUPPLY: 

Parenteral solution — 1 cc. ampuls (20mg./cc.) 
Oral tablets —10 mg., 25 mg., 50 mg., 

in bottles of 50 and 500 


Squibb Quality — The Priceless Ingrédient 


*VESPRIN’ ® 1S A SQUIBB TRADEMARK 
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Hall Casseroles make portion control automatic. 
The capacity of the dish assures uniform servings 
of the desired size — no need to depend upon the 
server's skill. Hall ware also provides an oppor- 
tunity to prepare economical recipes which appeal 
to patients. Write for Bulletin SM-1. 


THE HALL CHINA COMPANY + EAST LIVERPOOL, OHIO 


The World’s Largest Manufacturer of Fireproof Cooking China 


AN ADDED SECRET 
EHNA THE SECRET 


co 


Secret Process HALL CHINA plated with SPEGIAL CASSEROLE 
lustrous nickel-chrome by a secret process. 


Write for Bulletin MC-65 


For more information, use postcard on page 139 


UNIFORM 
PORTIONS 


ROUND SHALLOW CASSEROLE 


, 


INDIVIDUAL STEW POT 


SAF-HANDLE CASSEROLE 
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POSITIVE RESULTS AGAINST 
MANY GRAM-NEGATIVE INVADERS 


CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


IN VITRO SENSITIVITY OF SEVEN GRAM-NEGATIVE PATHOGENS TO CHLOROMYCETIN AND TO ANOTHER WIDELY USED ANTIBIOTIC* 
ESCHERICHIA COLI 
395 STRAINS CHLOROMYCETIN 82.8% 


151 STRAINS I antisiotic A 58.9% 


AEROBACTER AEROGENES 
391 STRAINS I  cuionomyceTiN 66.5% 
148 STRAINS IE antipiotic a 32.4% 
BACILLUS PROTEUS 
314 STRANS TS chionomycetin 72.6% 
101 STRAINS [MM antisiotic A 5.0% 
B. PYOCYANEUS 
269 STRAINS WE cuioromycetin 16.0% 
103 STRAINS HE antisiotic a 24.3% 
SALMONELLA 
SIRS a ey 
eee 
B. ALKALIGENES FECALIS 
7 STRAINS I cyioromycerin 57.1% 
4 STRANS Ey antisiotic A 75.0% 
B. FRIEDLANDER 
6 STRAINS I cioRoMYCETIN 66.7% 
5 STRAINS EE antisiotic A 40.0% 


0 20 40 60 80 100 
*Adapted from Schneierson, S. S.: J. Mt. Sinai Hosp. 25:52 (Jan.-Feb.) 1958. 


CHLOROMYCETIN is available in a variety of forms, including Kapseals® of 250 mg., 
bottles of 16 and 100. 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic agent and, 
because certain blood dyscrasias have been associated with its administration, it should not 
be used indiscriminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged or intermit- 
tent therapy. 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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“The Patient Spent 
a Quiet Night!’’ 


“Just what the doctor ordered”... rest and quiet... can 
be insured by Acousti-Celotex sound conditioning products 
Combining handsome appearance and quieting effect, they 
also improve staff efficiency, favorably impress visitors, build 
community pride. 


The cost of these modern sound-absorbing ceilings is 
probably less than you’d expect. Your Acousti-Celotex dis- 
tributor welcomes your inquiry. Count on him, as a member 
of the oldest and largest organization of accoustical special. 
ists, for the finest in dependable service and installation skill, 
PICTURED: Incombustible Steelacoustic® Panels. Baked enamel finishes in 


all-white or, as shown here, with overtones of color. Panels remove instantly 
for servicing of above-ceiling utilities. 


cousti- (ELOTEX 


REGISTERED U. S. PAT. OFF. 
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Products to Meet Every Sound Conditioning Problem... Every Building Code 
The Celotex Corporation, 120 S. La Salle St., Chicago 3, Illinois 
In Canada: Dominion Sound Equipments, Ltd., Montreal, Quebec 
MAIL NOW FOR MORE INFORMATION! 


The Celotex Corporation, Dept. N-88 

120 S. La Salie St., Chicago 3, Illinois 

Without cost or obligation, please send me your booklet, “The Quiet 
Hospital,”’ 1958 Catalog and Distributor’s name. 


Name. Title. 





Hospital 





Address 
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' Economies, The Ohio State 
Columbus, Ohio. 
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How do nonwovens relate to the 
hospital? 

Practically, nonwovens have much 
to offer as the problems of increas- 
ing costs for patient care are dealt 
with. Already in many cases non- 
wovens offer considerable cost econ- 
omy when they are used to replace 
a conventional woven product. In 
most instances there is an ac- 
companying advantage of some 
unique quality or qualities such as 
being lint and ravel free, non- 
adherent to wound, self-clinging, 
soft and/or highly absorbent. 

Prepackaging and presterilization, 
when sterilization is required, elim- 
inates many costly hand operations 
in the immediate hospital supply 
system. Where disposable items can 
be substituted for those ordinarily 
laundered and re-used, the expense 
involved with laundering can be 
eliminated. Any costs relating to 
mending are automatically dis- 
pensed with. 

When the problems of limited 
storage space in the hospital are 
considered, the fact that nonwovens 
lend themselves to compact pack- 
aging cannot be ignored. Most non- 
woven disposable items when folded 
require somewhat less space than 
a similar woven product. At the 
Same time these items can be 
packed in dispensing cartons thus 
making for ease of handling at the 


' point of use. 


Miss Tapscott is assistant professor, and 
Supervisor, Textile Research Laboratory, Tex- 
tiles and Clothing Division, School of Home 
University, 


Nonwoven Fabrics — 


Disposables 


with Orpha Mohr 


by Alma F. Tapscott 


Problems of Infection 


But of greater importance are the 
tremendous advantages which non- 
wovens of the disposable type can 
provide in meeting the serious 
problems of re-infection and cross- 
infection. This may have more pro- 
found implication as there is a 
sharpened or renewed awareness 
that there is no substitute for 
rigorous and constant aseptic and 
antiseptic practices in hospitals. 
Also, as the significance of the con- 
tribution of items to the spread of 
infections, either not now suspect 
or thought to now be under com- 
plete control, is more completely 
recognized and understood. 

Precise sanitary control is possi- 
ble when disposable items are used 
for patient care or for housekeeping 
purposes. There can be a uniform 
control and immediate destruction 
of the contaminated materials after 
use. 


Problems of Sterilization 


Making nonwovens sterile appears 
to offer no particular insurmount- 
able problems. Although nonwovens 
vary in their ability to withstand 
sterilization, it is possible when 
sterilization is a known require- 
ment to choose the proper type of 
fiber and bonding agent to with- 
stand the rigors of steam auto- 
claving. 

In cases where it is necessary to 
sterilize nonwovens which cannot 
withstand the heat and moisture 
conditions of the steam autoclave, 
it is possible to use ethylene oxide, 
a method of sterilization with a 
gas. Other methods of sterilization 









include the use of sofe x-rays for 


shallow packages, and _ radiation 
with hard x-rays or gamma rays 
of Cobalt 60 for articles of greater 
thickness or those packed in glass 
or tin and out of the range of the 
effectiveness of the soft x-ray. 
Although the utilization of x-rays 
or gamma rays for sterlization pur- 
poses is still in the development 
period, there would seem to be no 
reason why the advantages of these 
methods could not be extended to 
some nonwoven items requiring 
sterlization as an essential condi- 
tion for immediate use. 
ol 

Items Available 


What nonwoven items are now 
available for hospital use? 

As a matter of fact many articles 
are already available some of which 
are well established: others are 
just being introduced. Items for 
hospital use made of nonwoven 
fabric either completely or as one 
of the component parts include the 
following: 

Bandages 

Bed pan pads 

Bibs 

Breast pads 

Colostomy collars 
Decontamination clothing 
Diaper liners 

Disposable diapers 
Disposable enlargements 
Drainage pads 

Fabrics for wet wiping 
Facial tissue 
Handkerchiefs 

Hospital pads 

Napkins 

Morgue sheets 
Nonadherent absorbent dressings 
Perineal pads 
Reinforcement for surgical casts 
Surgical dressings 
Surgical sponges 

Surgical masks 

Toweling 


Please turn to page 92 

















(Advertisement) 


MEMO TO: 


0.R. SUPERVISOR 


Thorough, thorough, 
thorough--that's the 
way you want the 
0.R. cleaning and 
disinfecting to be, 
isn't it? Now it 


can be in less time 


at less cost with 


less effort. 


Turn to page 57 


(Advertisement) 
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Continued from page 41 


marks business organizations. This, 
probably, is due to such influences 
as: the variety of work, turnover 
of patients, cycle of recuperation, 
and an arrangement of physical fa- 
cilities which does not encourage 
close supervision. Consequently, 
considerable reliance must be 
placed on the worker to discharge 
his responsibilities. 

This informal environment can be 
useful in attracting and holding 
workers because individuals prefer 
as much control over their actions 
as they can get and their basic 
natures reject the idea of rigid 
regimentation. The author has 
known workers tu leave jobs pay- 
ing high wages in order to accept 
employment at lower wages be- 
cause the organization with lower 
wage levels had less rigid organ- 
izational assignments. 

Professionals and Individualism. 
The wide range of professional 
skills has influenced the environ- 
ment of hospitals so that some 
aspects of this influence can be ad- 
vantageous in personnel relations. 
Professional people tend to be in- 
dividualistic and accustomed to 
self-development. Organizations 
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with large numbers of professional 
people do not breed rigid patterns 
demanding conformance, and they 
place as few restraints as possible 
on the individual. Hospitals have 
been marked by such characteristics 
so that there is more freedom for 
the individual than in the usual 
business organization and there is 
greater opportunity for the indi- 
vidual to use more of his total 
personality in the performance of 
his work. 

Interest in Human Beings. The 
hospital exists to perform a service 
for humanity. Its basic interest is 
in people as human beings and its 
goals are weighted heavily with so- 
cial responsibilities. Traditionally, 
business entefprises have been 
viewed as economic enterprises and, 
as such, they have been looked 
upon as being motivated by imper- 
sonal forces. In the last two decades 
business enterprises have been 
striving to overcome a stigma of 
impersonal interest, but a shadow 
of suspicion remains in the minds 
of workers despite the tremendous 
amount of time, energy and money 
given to public relations programs 
and communication media to con- 
vince workers that business is in- 
terested in them as people and is 
not trying to manipulate them for 
profit only. 

Since the basic attitude for good 
human relations is inherent in the 
hospital environment, it should be 
cultivated more in relations with 
employees and should be publicized 
more in competing with business 
enterprises for labor. There is a 
basic art of human relations which 
hospital personnel practice in their 
patient relationships, and this can 
influence the temper of relations 
with employees. Such an intangible 
force is difficult to measure in 
monetary terms but it must be 
reckoned with in attracting and 
holding workers. No _ personnel 
technique can replace this art. 


Using Advantages 


An appraisal of these favorable 
characteristics of hospitals can lead 
one to recognize that the resources 
are at hand for improving the per- 
sonnel picture. Instead of bolstering 
the personnel program with more 
methods, the administrator should 
channel the natural advantages of 
the hospital through the personnel 
techniques he is employing. 

Training employees can be used 
as an illustration of how the hos- 
pital administrator can take ad- 
vantage of environmental assets. 


When training commences, attep- 
tion should be centered on the per. 
sonality development of the em. 
ployee as an individual. Training jg 
not something that is done to ap 
individual, but it is the stimulation 
of growth from within the person, 
Such growth should use as much 
of the personality of the employee 
as possible, especially his judgment 
and decision-making ability. Instead 
of showing the employee the de- 
tails of how to do a job, show him 
what the job is and the natural 
sequential elements of the job. then 
assist the employee in determining 
how he could best do the job. This 
approach permits him the satis- 
faction of controlling his actions in- 
stead of having to conform to rigid 
instructions which may not be 
adapted to this particular individual. 

After the employee is competent 
in performing his job, the admin- 
istrator can try to learn if the em- 
ployee would care to enlarge his 
job in order to add more variety 
and challenge for the employee's 
growth. Job enlargement on the 
part of employees could serve to 
get more work done with the same 
number of employees. A wage ad- 
justment, probably, would be in 
order after employees continued 
doing more work. But the increase 
in wages could be less than the 
amount that would be necessary to 
compete on a financial basis with 
industry to attract employees to 
handle the additional work, since 
it seems to cost less to hold an 
employee than to draw labor away 
from other employers. 

When interest is centered on the 
growth of the employee, the ad- 
ministrator should view training as 
a continuing function and _ should 
constantly be encouraging em- 
ployees to suggest how jobs can be 
enlarged in order to make use of 
as much of the personality of the 
employee as possible. 

This kind of approach illustrated 
in training is not conducive to pre- 
paring neat job descriptions nor to 
using job evaluation for measure- 
ment and development of a formal 
wage structure. However, the ad- 
ministrator should not be disturbed 
about these shortcomings since the 
rigid use of such tools would tend 
to charm him back to compcting 
with business enterprises on their 
own grounds and attempts toward 
rigid use of other personnel iech- 
niques would tend to distrac' at- 
tention from using the naiural 
characteristics of the hospital as a 
basis for sound personnel relations. 

z 
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“«_. the 
emergency 
transfusion 
fluid 


choice’’* 


Normal Serum Albumin (Human) 


No risk of serum hepatitis 

Ready for administration; no storage problems 
Human protein; readily metabolized 

Contains no blood-clotting components 

No grouping, typing, cross-matching required 





Supplied: 'ALBUMISOL' 5%—in 250 and 500 cc. bottles in Ge 
packages with a set of disposable intravenous equipment. 


Also supplied: 'ALBUMISOL' 25% (Salt-Poor)—in 20 cc. MERCK SHARP & DOHME 
bottles; in SO cc. bottles in packages with a set of dispos- Division of MERCK & CO., INC. 
able intravenous equipment. Philadelphia 1, Pa. 


* Janeway, C.A.: Quart. Rev. Med. 9:153 (Aug.) 1952. 
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History of Writing and Records 


Alphabet Writing of the Phoenicians 


Later writing showed much im- 
provement. This was brought about 
by the Phoenicians, heirs of Minoan 
culture. Their geographical situa- 
tion on a coast line exposed them 
to seafaring and commerce. Their 
chief service to civilization was the 
transmission of the art of the alpha- 
bet. The Phoenician alphabet con- 
sisted of 22 letters. They are not 
credited with having invented the 
alphabet, since they borrowed the 
signs for their letters from the 
Minoan linear script comprising 
word and syllable signs. They used 
this alphabet for carrying out their 
trading transactions and in this way 
spread it to other lands. 

‘No apparent achievement in 
medicine is attributed to the Phoe- 
nicians. They may have followed 
the Babylonian or Egyptian pattern. 
Since they were a seafaring people, 


by Sister Christina, C.S.J., R.T. 


Part Il 


they spent their time on the seas 
and in commerce. 


The Hebrews 


The Hebrews were a nomadic 
people who moved from _ the 
Arabian desert in search of the 
pasturage for their flocks. Their 
traditions are contained in the 
books of The Old Testament. Some 
lived in Egypt under oppression. 
Through the leadership of Moses, 
they finally settled in Palestine. 
From the Canaanites, their neigh- 
bors, they learned many things, 
among which was the cuneiform 
system of writing. After the people 
of Western Asia abandoned the clay 
tablets and began writing on the 
papyrus, the Hebrews also adopted 
this method. They borrowed the 
Phoenician alphabet. 








On the shores of the Mediterranean 
this small but cultured race origi- 
nated alphabetic writing, which 
later became the basis of the three 
modern alphabets—the Hebrew, the 
Arabic and the Roman. 
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+ MESSESAPIEN 


SINIETITE ALS, 


Laboriously writing with reed pens 
on sheets of parchment or vellum, 
the Benedictine Monks preserved 
the literature of the middle ages for 
posterity. 


Hebrew medicine reveals a rec- 
ord of achievement in the practice 
of hygiene and sanitation; the pre- 
vention of disease was based on 
organized control. The health laws 
of the Hebrews contained wisdom. 
The Xenodochia or shelters for 
travelers, for orphans, and later for 
the sick, are regarded as forerun- 
ners of hospitals. 


The Greeks 


The Greeks learned the alphabet 
from the Phoenician traders and 
modified it to meet their own needs. 
According to legend, the earliest 
alphabet of the Greeks was known 
as Cadmean because Cadmus, the 
Phoenician, built the city of the 
Thebes. He is credited with having 
introduced the art of writing into 
Greece, the material used being the 
imported Egyptian papyrus. 

Greek medicine was patterned on 











With the quill pen of our fove- 
fathers the Declaration of Inie 
pendence and many other fam: 
historic documents were painstu: 
ingly drafted. 
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Put your work on wheels 


STAINLESS STEEL UTI Lit Y 


422 UTILITY CART 

Carrying capacity, 400 Ibs. 

Shelf Size... 1734 x 27” 

Wolghtn 47 ibs $5678 0 ens 
Why carts? Utility carts provide the extra hands, 
the extra space you need for even greater flexibility. 
They speed service, add to your efficiency by freeing 
personnel for other duties. 

A cart offers many uses — in food service, in the 
distribution of supplies, as instrument stands, and 
portable storage and shelf space...to name just a 
few. Where there’s work to be done, there’s a place 
for Lakeside carts. 

And Lakeside carts pay their way, returning the 
nominal, original investment within a year — and 
continuing to yield a profitable return for years to 
come, even if used only minutes a day. 


CARTS | 


save time - work - money 
speed service 


MODEL 311 
Shelf Size. . . 15) x 24” 
Capacity, 200 ibs. $32.95 


MODEL 322 
Shelf Size. . . 173%, x 27” 
Capacity, 200 Ibs. $39.95 


MODEL 411 
Shelf Size. . . 151, x 24” 
Capacity, 400 Ibs. $51.00 


MODEL 444 
Shelf Size. . . 21 x 35” 
Capacity, 500 Ibs. $98.25 


All prices f.0.b. Milwaukee, slightly higher in West. 


Why stainless steel carts... by Lakeside? 


Close examination reveals many reasons for the en- 
viable popularity of Lakeside stainless steel utility 
carts, tray trucks and dish trucks. Quality materials 
and construction characterize all Lakeside carts. 
Satiny stainless steel finish is easy to clean; stays 
bright, looks new for years. Casters of a special de- 
sign with exacting tolerances guarantee smooth, silent 
handling. Reinforced at all points of stress, Lakeside 
carts provide years of dependable service. There’s a 
Lakeside cart for every need — 311-322 Standard for 
average use, 411-422 Heavy Duty for constant service, 
444 Extra Capacity for hardest, heaviest use. 


Always Specify Lakeside for Cart-Mobility 


1974 $. ALLIS STREET 


Ai GUST, 1958 


MILWAUKEE 7, WISCONSIN | 


LAKESIDE MFG. INC., 1974 S, Allis St., Milwaukee 7, Wis. 
Certainly, I’m interested in Lakeside Utility Carts. 


(0 Please rush additional information. 
(CO Please have dealer call. 


NAME 





ADDRESS 





city 





SIGNED 





For more information, use postcard on page 139 








that of Egypt, although early his- 
tory is lost in mythology. Aescula- 
pius, like the Egyptian Imhotep, in 
time developed into a deity and was 
honored as a Greek god of medi- 
cine. Aesculapia, or temples, in 
which the sick were given psy- 
chotherapy, physiotherapy and rest 
were erected in his honor. The 
names of the patients with brief 
histories of their cases and their 
progress, cure or death were in- 
scribed on the columns of these 
temples. 

The so-called descendant of 
Aesculapius was Hippocrates, the 
“Father of Medicine.” He was the 
first to practice scientific medicine 
and disregard superstition. He kept 
medical case reports on his patients 
and wrote on subjects pertaining to 
medicine. From the Hippocratic 
Oath, pledged by physicians, orig- 
inated the privacy regarding the 
confidential communication of the 
patient to the physician. 


The Romans 


Roman civilization was influenced 
by the Etruscans on the north and 
the Greeks on the south. The 
Greek city of Cumae was as old 
as Rome itself, being a center of 
Greek culture for Rome. The Ro- 
mans imported writing from Cumae 
and adopted it for their use but 
changed it slightly to suit the Latin 
language. From the Romans the 
a phabet passed cn to the German 
tribes, especially during the Gallic 
Wars, and then spread to the coun- 
tries of Europe. The English alpha- 
i:et also stems from the Phoeni- 
cian and Latin alphakets. 

Roman medicine was also trans- 
ported from Greece. Warm hy- 
drotherapy was a Roman contribu- 
tion to medicine. The Romans also 
excelled in sanitary engineering of 
aqueducts, well-paved streets and 
heated houses and emphasized the 
importance of pure food. 

Ciaudius Galen, a Greek phy- 
sician, attained fame in Rome. His 
teaching was founded on case re- 
ports, especially those taken at the 
bedside of patients. He was an 
authority on physiology and anat- 
omy and up to the time of Vesalius 
ruled the medical world. Vesalius 
overthrew Galen’s tradition and be- 
gan a new era of thought in 
anatomy. 

Aulus Ce'sus made valuable con- 
tributions to Roman medic!ne ky 
his series of books on the practice 
of medicine. He was styled the 
father of Plastic Surgery. 
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The Illuminated Manuscripts of The 
Middle Ages 


The loss of costly manuscripts in 
the Middle Ages was caused by the 
destruction of the libraries by bar- 
barians, so new copies had to be 
made. This accomplishment was un- 
dertaken by the monks who copied 
the ancient writings on medicine 
and cultural literature. It was a la- 
borius task but, by this painstaking 
effort, learning was transmitted to 
posterity. At this time the scrip- 
torium or the writing room was 
held in the same regard by the 
medical world as the publishing 
houses of our day. It was here the 
monks copied the precious docu- 
ments on parchment and vellum. 

Parchment was the writing ma- 
terial prepared from the skins of 
young calves, sheep or goats. It 
underwent many processes before 
it could be used. Vellum, a superior 
quality of parchment, was made 
from the skins of stillborn lambs 
and was used for rare documents. 

Copyists wrote with small, clear 
letters which resembled print. Be- 
cause the work was slow and te- 
dious its progress was hampered 
to a great degree. Books were, 











— and the patient having the high- 
e3t temperature for the day wins 
the pool. 


therefore, very costly and so could 
not be produced in great numbers. 
_ Illuminators’ were _ individuals 
who decorated literature or other 
designs in color on the manuscripts. 
The initials were also done in color. 
Often pictures were painted to 
illustrate the content of the manu- 
scripts. These were done by hand, 
while writing was done by means 
of reeds. 


Byzantine, Mohammedan, and 
Medieval Medicine 


After the decline of Greek and 
Roman civilizations very little 


progress was effected in medicine. 
During the Byzantine, Mohamme- 
dan and early Medieval periods, the 





art of medicine did not spread as 
it had from the Aesculapia or tem- 
ples of healing and the custodians 
of the medical records. There was 
retardation in medicine and rec- 
ord keeping. The Christian church 
was busy civilizing the barbarians 
and had little time for research and 
study. Also, the church protected 
Europe from Moslem invasion, 
which was a valuable contribution 
to civilization. 

Stimulation of medical studies 
among the Arabs was_ brought 
about by the translation of the 
works of Hippocrates and Galen in- 
to Arabic. This was accomplished 
by - Christian scholars who were 
versed in both Greek and Arabic. 
Without the aid of these scholars, 
the great works of ancient men 
would have perished and the prog- 
ress of medicine would have been 
retarded. 

Rhazes (865-925) was reputed to 
have been the greatest Moslem 
physician and clinician of his time. 
He is credited with having in- 
stituted the use of alcohol for 
cleansing wounds and with having 
been the first to have used sutures 
of animal gut for repair of 
abdominal wounds. He wrote many 
books on medicine. 

The works of Avicenna (980- 
1037), an itinerant physician, em- 
phasized the value of clinical notes. 
His book, the Canon, was looked 
upon as the best system of medi- 
cine. His importance to Arabian 
medicine was sometimes spoken of 
as influential as was Galen’s in the 
early Greco-Roman period. 

The chief glory of medieval medi- 
cine was the erection of hospitals. 
According to Dr. Messengill,* “The 
first important hospital of western 
Europe was founded by Fabiola 
about the year 400. Its purpose, in 
the words of St. Jerome, was to 
gather in the sick from the streets 
ani nurse the wretched sufferers, 
wasted with poverty and disease. 
This hospital and the many that 
came after it, extended hospitality 
to the sick.” 

St. Bartholomew’s Hospital, Lon- 
don, England, founded in medieval 
times is still in existence. From its 
very beginning in 1137, records 
were kept on patients. 

Compassion was shown toward 
the suffering, and the sick received 
such nursing care as was available 
at that time. Since there was a gen- 
eral belief in the miraculous heai- 





*Samuel Messengill, A Sketch of Medicine 
and Pharmacy, Bristol, Tenn., S. E. Messen- 
gill Co., pp. 77—1942. 
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SQUARE DRESSING 
STERILIZERS ~— 


Maintain the most advanced 
sterilizing techniques... 
within minimum operator time 











The new Square Dressing Sterilizers are 
research-designed to meet the most exacting of 
hospital needs . . . with minimum demands upon 
the time and attention of operating personnel. 

The roomy square chamber readily accepts 
three large trays .. . for maximum production 
and dependable sterilization of dressings, tray 
sets, syringes and needles, rubber gloves, flasked 
fluids and related surgical supplies. 

Made in the Amsco tradition for long, 
dependable service, the Square Dressing Sterilizer 
reflects the skills of more than sixty years of 
thoughtful and continuing research. 


Write for Bulletin C-162 


AMERICAN 











ERIE*PENNSYLVANIUA 











Unitized Control Panel —— 


Eye level Control Panel includes Indicating ~ 
Recording — Controlling Thermometer and 
Cyclomatic Control. Simple, direct and positive, 
Cyclomatic Control begins timing when the 
selected temperature is reached, sterilizes, 
exhausts, and dries the load . . . AUTOMATI- 
CALLY. Saves steps and time for the operator, 
materials and steam for the hospital, and worry 
and uncertainty for the staff. 


WORLD'S LARGEST DESIGNER and MANUFACTURER > 


STERILIZER of SURGICAL STERILIZERS, TABLES, LIGHTS 


and RELATED PRODUCTS. 


For more information, use postcard on page 139 
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A proven means of 





decreasing bed fall accidents 





SAFETY SIDES 


@ Falling from bed accounts for a high percentage of accidents within the 
hospital. (41%, according to “‘Guide to a Planned Safety Program’’— 
HOSPITALS, December, 1955). These falls usually occur because the patient 
“forgets” that he is in a bed which is considerably higher from the floor than 
is his bed at home. Stepping out of bed to a floor level lower than he antici- 
pates causes him to lose his balance and fall. 

Hill-Rom Safety Sides were designed especially to prevent such falls, and 
to minimize the extent of injury that may result when they do happen. They 
do this by serving to remind the patient that he has rolled near the edge of the 
bed and is in danger of falling. If he continues to roll he will be caught at the 
hip level by the Safety Side, and come out of bed with feet on the floor. When 
the patient begins to fall, he instinctively reaches out for the Safety Side to 
support himself or to ease the fall. 

Safety Sides are also invaluable in helping the patient turn or lift himself 
in bed, in helping the ambulatory patient get into and out of bed, and in 
offering security to the patient without causing him to feel ‘“‘penned in,”’ or 
to experience embarrassment by being restrained. 





Safety Sides in 
high position. 


Safety Sides in 
intermediate position. 


Safety Sides in 
low position. 


SEND FOR THIS HELPFUL MANUAL—Procedure Manual No. 1, titled 
“SAFETY SIDES—A PROVEN SAFETY MEASURE” by Alice L. Price, R.N., M.A., 
Nurse Consultant for Hill-Rom and author of three leading textbooks on 
Nursing, explains in detail how to effectively use Safety Sides to prevent bed 
falls and serious injuries to patients. Copies for Student Nurses and Graduate 
Nurse Staff will be sent on request. Address Miss Price, c/o 


HILL-ROM COMPANY, INC. ¢ Batesville, Indiana 





For more information, use postcard on page 139 












ing power of the saints, faith heai- 
ing was raised to a higher plane, 

Medical education received an 
impetus and the School of Salerno, 
Italy, raised medicine to a higher 
level. This school was a bridge be- 
tween the last Greek physicians and 
the medical teaching institutions of 
today. 

During the twelfth and thirt-enth 
centuries, the administration and 
supervision of many hospitals be- 
gan to pass to municipal or secular 
control with hearty co-operation on 
both sides. The tendency of city 
hospitals was toward indepencence 
and, also, toward self-help by the 
charitable contributions of the gen- 
eral public. 


Quill Pen Writing of The Colonial 
Times 


Since paper and quill pens were 
the writing materials used in Eu- 
rope, the colonists used the same 
instruments upon settling in this 
country. 

The quill pens were made of 
goose or crow wing feathers. After 
removal from wings of birds, they 
were dried. The final touch was 
made by whittling of the quill into 
the desired shape. 

The Declaration of Independence 
and other historic and important 
documents were drafted by our 
Founding Fathers in those early 
colonial days by means of quill 
pens. These were also employed in 
making patient’s records. 

Further improvement in keeping 
permanent records was emphasized 
by the invention of a mechanical 
machine, the typewriter. 


The History of The Typewriter 


The first man on record who in- 
vented a method of typing, as we 
know it today, was Henry Mill, who 
was granted a British patent by 
Queen Anne, January 7, 1714, over 
200 years ago. 

In 1829, the first American patent 
for a so-called typewriter, was is- 
sued to William A. Burt of Detroit. 
The machine carried the type on a 
segment of a circle in contrast to 
the individual type bars of today. 
In 1836, the model of this machine 
perished in a fire at the patent 
office at Washington. This machine, 
the first to have a movable carriage, 
was an improvement but was not 
practical for business use. Oth: r 
patents were taken out by differe:t 
individuals but the machines we: 
too slow for commercial use. 

In the year 1867, a machine we: 
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perfected by three men, Carlos 
Glidden, Samuel Soule, and Chris- 
topher Sholes. This machine was 
fast and accurate. James Densmore 
purchased an interest in this en- 
terprise and was later successful 
in having a contract signed by F. 
Remington and Sons, at Ilion, New 
York to manufacture this machine. 
From the Sholes’ model, the first 
acceptable typewriter was produced 
which, however, typed only capital 
letters. 

The Model 2 Remington, per- 
fected in 1878, was the first type- 
writer to write both capital and 
small letters. The machines were 
loaned to business men. When they 
realized the value of speed and 
neatness of the typewritten letters 
most businessmen adopted these 
machines. 

The earlier models of typewriters 
used the understroke, printing on 
the under side of the platen. It was 
called the blind-writing machine 
because the carriage had to be 
lifted in order to see the writing. 
The Wagner, forerunner of the Un- 
derwood, was the first practical 
writing machine. It was patented 
in 1894 and was followed by Under- 
wood in 1895; the new machine was 
put on the market with “writing 
in sight” as its principle. This is 
the model in use today. 

A controversy arose in the type- 
writer world as to the merits of the 
“visible” typewriter as the machine 
was called. Many held to the prin- 
ciple of the “blind” typing and 
wished to continue its use. 

In 1903 the Smith Brothers, who 
merged with Remington, Caligraph, 
Densmore and Monarch under the 
name of the Union Typewriter 
Company, withdrew and formed the 
L. C. Smith & Bros. Typewriter 
Company. The new company man- 
ufactured typewriters with the visi- 
ble method, prospered and assumed 
leadership in this field. 


Portable and Electric Typewriters 


The field for portable typewriters 
arose from the need and demand of 
individuals outside of business 
houses. Portable machines incorpo- 
rated the principles of business 
typewriters and could easily be 
transported. 

Electric typewriters have been 
designed to eliminate typing fa- 
tigue. The key stroke is controlled, 
thus allowing for uniform impres- 
sion of type. Electrically operated 
machines also act as time savers. 
In large departments of radiology 
the electric typewriters have proven 
their worth to a great degree. 
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She’s certainly going to have several 
good talking points. 


American Medicine 


Americans as settlers on a new 
continent faced disease and illness. 
They were separated by a large ex- 
panse of water from their beloved 
homeland and familiar remedies. 
For these reasons, they were con- 
cerned and anxious about some 
means to preserve their health or 
to regain it in case of illness. They 
had little faith in the art of medi- 
cine but as time went on used 
patent medicines of which there 
were a great variety and abun- 
dance. 

The early doctors served their 
patients mostly by psychotherapy; 
the frontier doctor did set frac- 
tured bones, bound up wounds and 
served his patients in many ways. 

The first incorporated hospital 
was established in 1782 in Phila- 
delphia. Known as the Pennsylvania 
Hospital, it gave valuable health 
service and, in 1896, opened an x- 
ray department in the same year 
in which x-ray was discovered. It 
was in the New York Hospital, 
founded in 1871, that Dr. V. Seaman 
initiated the first nursing program 
in the United States. Massachusetts 
General Hospital, established in the 
early part of the nineteenth cen- 
tury, was noted for its cleanliness 
and good nursing care. The first 
records were written in ink and 
were bound in huge folios. Doctor 
Walter Dodd, the roentgenologist in 
those early days, worked intensive- 
ly with x-rays. Roentgen findings 
were interpreted from glass plates. 
Doctor Dodd was highly esteemed 
by both physicians and patients. 

In the late nineteenth century, 
American medicine made contact 
with European developments, and 


European investigation of disease 
and therapy were transferred to the 
United States. Medical schools and 
research institutions were organ- 
ized. Modern medicine, with the 
progress of physics, chemistry, and 
biology, achieved incredible ac- 
complishments and changed the 
terms of human existence. The in- 
troduction of anesthesia was one of 
the greatest contributions to sur- 
gery and medicine. In the last dec- 
ade of the nineteenth century was 
announced the startling discovery 
of x-rays, now known as roentgen 
rays, in honor of the great dis- 
coverer, Wilhelm Conrad Roentgen. 


Summary 


In this brief historical sketch, the 
writing of some ancient civilizations 
has been traced and developed. 
Different forms of writing and rec- 
ords, developed by the efforts of 
the people of past ages, have been 
described. This evolution of writ- 
ing reveals the attempt to make 
known the early practice of medi- 
cine, based chiefly on magic and 
charms. This prehistoric medical 
writing is not an indication of ra- 
diological findings, since radiol- 
ogy is a recent branch of medical 
science, but is an evidence that 
records, inadequate as they appear 
today, were kept to record the care 
and treatment given the patient in 
the early eras. The early decades 
of the twentieth century have 
placed great emphasis on record 
keeping in which some type of writ- 
ing is utilized. With the introduc- 
tion of the typewriter, the produc- 
tion of records has been simplified. 

The early practice of medicine 
was based on psychotherapy. Later 
the whole nature of the treatment 
of disease was altered. Medicine 
depended on scientific knowledge of 
the nature and cause of disease. Ex- 
perimental science was developed 
in clinics, laboratories and medical 
centers. The successful employ- 
ment of anesthesia and the use of 
x-rays have helped medicine to be- 
come a more exact science. 
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The Engineer... 


His Responsibilities to Management 


by James E. Ferguson 


® THE UNSUNG HERO of the hospital 
team, the one whose successes are 
generally taken for granted but 
whose failures will rouse the ire of 
the entire staff, is the engineer. He 
is the one who “runs interference” 
for all other members of the team 
by keeping the building in effective 
operation, and his responsibilities 
are many even though the plaudits 
he receives are few. 

In speaking of responsibilities, it 
is necessary to establish relationship 
because relationships create respon- 
sibilities. A father, for example, has 
definite responsibilities to a son or 
daughter. Responsibilities also sug- 
gest a form of partnership with re- 
sponsibility being a dual relation- 
ship. 


Responsibility to Administrator 


As the administrative officer in 
charge of the physical plant, the en- 
gineer has a direct responsibility to 
the hospital administrator. 

1) For the operation of the plant, 
including the steam plant that pro- 
vides for the heating of the build- 
ing; for sterilization; for cooking; 
and for many other things that are 
necessary in the operation of the 
hospital. 

2) For air conditioning equip- 
ment, which serves both patients 
and employees. 

3) For mechanical equipment, 
which includes vacuum pumps, 
condensate pumps, water circulation 
system, flash tanks, de-aerating 
heaters, water heaters, air com- 
pressors, and many other items too 
numerous to mention. 

4) Fer the electrical distribution, 
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which provides power to all areas of 
the hospital—to the kitchen for 
cooking if electric ranges are used; 
to the patient areas; to x-ray; and 
to all other parts of the plant. These 
are just a few of the over-all re- 
sponsibilities of the engineer. 


Responsibility to Departments 


In addition, the engineer has an 
indirect responsibility to the various 
department heads of the hospital. 
The proper operation and function 
of the departments within the hos- 
pital depend upon the _ services 
rendered by the engineering de- 
partment. These services have to be 
efficient. They have to be done at a 
moment’s notice on many occasions, 
and sometimes they must be timed 
to fit into the routine operation of a 
department. Here are examples: 

Nursing has plumbing in all the 
utility rooms, both dirty and clean, 
all patient rooms, nurses stations, 
hopper rooms and other areas; 
oxygen distribution system, thoracic 
pumps, oxygen tents and many, 
many other items of equipment 
which must operate efficiently in 
order for the nursing department to 
render daily services to patients. 

Dietary is very dependent upon 
engineering in order to process and 
serve food to the patients. This de- 
partment uses plumbing, steam for 
heating, food carts, dishwashers, 
electric ranges, bake ovens, stock 
pots, and many other items of 
equipment. 

Housekeeping has mop trucks, 
floor scrubbers and buffers that 
must be in good working order at 
all times in order for the depart- 
ment to carry out its function with- 
in the hospital. 

X-ray has solution tanks, electric 
panels, isotope storage vaults and 
x-ray equipment which must be 


maintained by the engineering de- 
partment. 

The laboratory has centrifuges; 
the laundry has presses, washers, 
flat ironers and other machines. 


Is Mechanical Equipment in Order? 


It has been estimated that ap- 
proximately 40 percent of the cost 
of the physical plant of the hospital 
is in mechanical equipment. This 
represents the most expensive part 
of the hospital, yet it is the most 
neglected because it is usually lo- 
cated in a penthouse, in an out-of- 
the-way equipment room, in the 
basement, or in some other isolated 
section of the building which is not 
seen by the general public. In most 
cases, the mechanical equipment is 
not seen very often by the adminis- 
trator; therefore, it rarely receives 
the attention that its investment 
justifies. 

When the physical plant and me- 
chanical equipment become the 
most neglected area in the hospital, 
there can only be one reason: the 
engineer is not meeting his re- 
sponsibility to management. Evi- 
dence of this neglect shows up as 
dirty equipment rooms, leaky pack- 
ings on pumps, valve steam pack- 
ing leaks, stuck valves, stopped-up 
trap strainers, blowing traps, con- 
densate hammering lines which 
cause breaks in insulation, over- 
loaded electric circuits, blown fuscs, 
kicked-out breakers, pumps and 
motors either not greased or given 
the wrong type of grease, and 
burned-out bearings. 


Is Efficiency Checked? 
Not only is the engineering d:- 
partment one of the most expensi\e 


in terms of investment, but it is also 
a very expensive department to op- 
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Keep your 


floor-maintenance 


men happy... 











vith Job -Futted cquirment f 


However much a maintenance man may want to 
do a good job, and at the same time show savings 
in labor costs, he’s stymied if the machine is too 
small, or too large, or is otherwise unsuited to 
the job. Different floors and areas call for dif- 
ferent care and equipment. That’s why Finnell 
makes more than a score of floor-maintenance 
machines. From this complete line, it is possible 
to choose equipment that is correct in size as well 
as model . . . that provides the maximum brush 
coverage consistent with the area and arrange- 
ment of the floors. 


Finnell offers Conventional Polishing-Scrubbing Ma- 
chines in both concentrated and divided-weight types, 
each in a full range of sizes... a Dry-Scrubber, with self- 
sharpening brushes, for cleaning grease-caked floors... 
Combination Scrubber-Vac Machines for small, vast, and 
intermediate operations, including self-powered as well as 
electric models... Mop Trucks ...a Wet and Dry Vacuum 
Cleaner, in baked enamel or stainless steel, with 14% hp 
By-Pass Motor. In addition, Finnell offers a full line of 
fast-acting Cleansers for machine-scrubbing ... Sealers 
and Waxes of every requisite type ...Steel-Wool Pads 
and other accessories — everything for floor care! 


In keeping with the Finnell policy of rendering an indi- 
vidualized service, Finnell maintains a nation-wide staff 
of floor specialists and engineers. There’s a Finnell man 
near you to help solve your particular floor-maintenance 
problems ... to train your operators in the proper use of 
Finnell Job-Fitted Equipment and Supplies ...and to 
make periodic check-ups. For consultation, demonstra- 
tion, or literature, phone or write nearest Finnell Branch 
or Finnell System, Inc., 2708 East Street, Elkhart, Indiana. 
Branch Offices in all principal cities of the United States 
and Canada. 


|  yerything BRANCHES 
FINKELL SYSTEM, Int. 5 IN ALL 


PRINCIPAL 
Originators of Power Serubbing and Polishing Machines > Moor Ua CITIES 





See the Finnell Exhibit + A.A. CONVENTION - Chicago * August 18-21- Space 724 
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NEW WAY TO 
Prevent Faucet Leaks! 


* 9 out of 10 washers are fastened with 
screws that are TOO LONG or SHORT. 
The screws quickly loosen; the loosened 
washers are destroyed thru grind and 
squeeze of opening and closing faucets. 


34 years of research uncovers 
new 


* Now, NEW (Patented) ‘Sexauer’ SELF- 
LOCK Monel screws, with an imbedded 
expanding NYLON PLUG, lock at the re- 
quired depth AUTOMATICALLY, hold 
washers FIRMLY! Made of rustproof, non- 
corroding Monel, heads don’t twist off, 
screw slots don’t distort. They are easily 
removed when necessary, can be re-used 
repeatedly. 

* Used with NEW ‘Sexauer’ EASY-TITE 
faucet washers, they make a combination 
that outlasts past faucet repairs “6-to-1"! 
EASY-TITES are made of super-tough, pli- 
able du Pont compound (neither rubber 
nor fibre) and reinforced, like a tire, with 
a vulcanized layer of Fiberglas. They re- 
sist distortion and splitting from shut- 
off grind and squeeze. 


Hidden costs of faucet leaks! 


Faucet leaks are costly! As authenticated 
by Hackensack, N. J. Water Co. and 
American Gas Association, stopping just 
ONE PIN-HOLE SIZE (1/32”) LEAK can 
reduce water waste 8,000 gal. quarterly. 
If a HOT WATER FAUCET LEAK, water 
and fuel savings JUMP to over $7.58 
QUARTERLY—plus additional savings on 


MATERIALS, LABOR and costly FIXTURE, 


REPLACEMENTS! 

NEW SELF-LOCK screws and EASY- 
TITE faucet washers are just TWO of the 
“SEXAUER” line of over 3000 TRIPLE- 
WEAR plumbing repair parts and Pat'd. 
precision tools. 

A “SEXAUER” Technician in your vi- 
cinity will make our NEW 126 page 
Catalog “H” available. He will gladly 
consult with you regarding a SURVEY 
of your plumbing fixtures to determine 
correct repair parts required and estab- 
lish reasonable stock levels that avoid 
both overstocking and shortages —thus 
providing for efficient stock arrangement 
and control—all without obligation. 
WRITE TODAY! 


J. A. Sexauer Mfg. Co., Inc., Dept. AF 88 
2503-05 Third Ave., New York 51, N. Y. 
Gentlemen: Please send me a copy 
of your NEW, 126 page catalog “H.” 


My Name Title 
Company or Institution 

City 
Zone State 




















erate. Inefficient operation can make 
the costs even more expensive. The 
boilers that produce steam might 
be gas fired, oil fired or coal fired. 


How many times does the engi- 
neer check the efficiency of his 
boilers to see that his stack tem- 
perature is correct? 

That he has the right draft across 
his furnace? 


That he is getting the utmost effi- 
ciency from his boilers? 


That his CO, is correct? 


Has all the equipment been 
checked to see that all electricity is 
being used efficiently? 


Is water being wasted because 
flush valves are being left wide 
open and not adjusted routinely? 
One drop of water per minute from 
a leaking faucet can run out 1,100 
gallons of water per year. Multiply 
that by hundreds or even thousands 
of leaky faucets in a hospital, and 
you can see dollars running down 
the drain. 


Is There Preventive Maintenance? 


Does the engineer have a good 
preventive maintenance program 
that works? By having this type of 
program throughout the hospital, 
the life of the equipment and build- 
ing is extended. Costly breakdowns 
are avoided. Wasted time and labor 
disappear when a preventive main- 
tenance program is in operation. 

Does the engineer have a com- 
plete listing of all equipment — the 
manufacturer, the type of equip- 
ment, the serial number, the op- 
erating instructions, parts list, dis- 
tributor, and source of supply of 
parts? This type of information is 
necessary in order to have an effi- 
ciently operated plant. Breakdowns 
are costly, and many times the hos- 
pital cannot afford to have a piece of 
equipment in reserve just in case of 
a breakdown. When parts are not 
readily available and there is a pos- 
sibility that the equipment will wear 
out or break down, these parts 
should be kept on hand. Again, this 
is the repsonsibility of the engineer. 

Is all the equipment in the build- 
ing identified by name and number? 


All motors numbered and tagged? 
All valves tagged for identification? 
All piping identified by color code? 


If all this is done, it might prevent 
an accident which would endanger 
the life of an employee. It might 
prevent a flood in an area of the 
hospital. When all motors are tagged 


For more information, use postcard on page 139 


and numbered, an electric motor 
that catches on fire can be shut 
down immediately without having 
to try several different switches. !f 
a steam line is busted and the val\c 
is tagged properly, it can be d - 
termined which Kine should be cit 
off. If all pipes are identified ly 
color, then any section can be is..- 
lated in the building in case of a 
break in the line. 

Is all equipment safe? Are b: It 
guards on all open motors? Are .il 
holes in floor covered? Are the:e 
lights in danger areas? These a:e 
required to protect the safety of tie 
men working in the engineeriig 
department. 

Does the engineer keep abreast 
of the changing times? Does he 
write good specifications for the 
purchase of equipment? Does he at- 
tend meetings and read current lit- 
erature on hospital engineering? By 
keeping up with what is taking 
place in engineering in the hospital 
field, the engineer can assure his 
administrator that any equipment 
he specifies is the latest, the best, 
and the most economical equipment 
available. 

Does the engineer make routine 
visual checks of all the mechanical 
equipment in the building and of 
the building itself? This is his re- 
sponsibility and his alone. If he does 
not do this, the hospital soon be- 
comes in need of repair in many 
areas. 


The Engineer's Reports 


Does the engineer make routine 
informative reports to the adminis- 
trator on the operation of the en- 
gineering department? Such reports 
should cover: cost of heating; cost 
of operating air-conditioning; cost 
of preventive maintenance program; 
cost of repairs; recommendations 
for future operation; recommenda- 
tions for expansion; and recommen- 
dations for replacement of worn-out 
equipment which is becoming too 
costly to continue to operate. 

Does the engineer have the ad- 
ministrator inspect the plant with 
him to point out what his depart- 
ment has done; what it is nov 
doing; what his future plans ai; 
what his current needs are? If the 
engineer does not have the hospit:! 
administrator inspect the plant an:! 
go over his problems with him, the 
he has failed in his responsibility. !' 
is only through this avenue that th 
administrator can actually see th: 
condition of the mechanical equip 
ment and the building. 

The engineer has to employ : 
competent and efficient staff tu 
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carry out his maintenance program. 
He has to have imagination to pro- 
mote and maintain good personnel 
and human relations with the people 
in his own department and with 
those in the other departments 
within the hospital. If he promotes 
the right kind of relationship with 
other departments of the hospital, 
he will be able to get these depart- 
ments to report the equipment not 
working properly or things that 
need repairing. 

Finally, the engineer has a re- 
sponsibility to be loyal to the hos- 
pital administrator, the hospital, its 
policies, and its program. The en- 
gineer’s greatest responsibility is to 
protect the welfare and safety of all 
paiients who enter the doors of the 
hespital for treatment. He contrib- 
utes every minute of every day to 
the safe, continuous operation of 
the hospital. His work saves lives! 

5 
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TO MOVE PATIENTS 






















































































USE COLSON QUALITY 
PRODUCTS & CASTERS 


Specially engineered Post Anesthesia and Regular stretchers are designed 
for maximum patient comfort and attendant convenience. Built to 
the highest safety and durability standards and selected by leading 
hospitals and institutions throughout America for generations. 


New “basic unit” Colson folding wheel chairs feature interchangeable 
parts to meet any patient requirements. Stretchers, 
wheel chairs, surgical carts, handling equipment, food trucks, 


drum trucks, all purpose trucks, 
@ 


Write to 
COLSON 
CORPORATION 
General Sales Offices 
Jonesboro, Arkansas 


products are fully described in 
the COLSON CATALOG... 
SEND FOR ONE TODAY! 














laundry trucks, ice trucks, 
garment trucks and many other 
Colson time and money saving 

The Colson Corporation 
A Subsidiary of 4 Plants in: Jonesboro, Ark., Elyria, Ohio, 
Great American Industries, Inc.—Elyria, Ohio Somerville, Mass., and Toronto, Canada 


For more information, use postcard on page 139 
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Shopping Around 
Continued from page 79 


Treated cloth for dry mopping and 

dusting 
Wash cloths 
Wraparound gowns 

Areas of current and future de- 
velopment include, first of all, the 
improvement of those items already 
in use or creating new and better 
items for the same types of uses. 
Then, what may be a significant 
breakthrough for hospital usage is 
in the direction of disposable wear- 
ing apparel including uniforms and 
gowns of all kinds, laboratory coats, 
suits, shirts, shorts. Of equal im- 
portance, if not more so, is the 
possible production of satisfactory 
disposable sheets and pillow cover- 
ings. 


Problems Involved 


There are some problems which 
need to be more nearly solved be- 
fore nonwovens for apparel fabrics 
as well as for bedding can be con- 
sidered to be equal to the woven 
product. One involves the develop- 
ment of a binder along with a meth- 
od of application which can give 
adequate strength combined with 
suitable flexibility or drapability 
needed for apparel and household 
uses. 

Also, for items where seams are 
necessary for proper shaping, there 
is need for the development of 
some efficient means of making these 
seams other than by conventional 
sewing. As yet a satisfactory solu- 
tion to this far from simple problem 
has not been reached. 

Nevertheless, at least one com- 
pany is introducing on the market 
a line of nonwoven disposable pro- 
tective garments including labora- 
tory coats, smocks, pants, jackets 
and aprons. Another company is 
introducing prepackaged nonwoven 
women’s aprons which are con- 
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cago, Illinois 

W. R. Blaikie, Johnson and Johnson, New 
Brunswick, New Jersey 

% McGraw, E. |. duPont de Nemours 
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morial Institute, Columbus, Ohio 
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sidered to be forerunners of many 
disposable apparel items such as 
dresses, housecoats and skirts. The 
appearance of nonwoven table- 
cloths on the market suggests the 
possible extension of this and dif- 
ferent types of nonwovens to other 
household textile products. In fact, 
one report indicates that nonwoven 
disposable sheets and pillow covers 
are near to the point of going into 
the first stages of commercial pro- 
duction. 

A key problem in connection with 
the rapid adoption for use con- 
fronted by both areas of develop- 
ment — disposable apparel and 
household textile products—is that 
of cost. For an item to be truly 
disposable it must.be priced so as 
to be equal to or less than the cost 
of laundering or drycleaning the 
conventional item. Only when this 
price condition is met can one truly 
afford “to use and throw away.” So 
far this problem of cost has not been 
completely solved. The high cost 
factor is primarily the result of the 
high cost of the bonding agents 
necessary to provide adequate 
strength and flexibility. As chemists 
develop satisfactory lower priced 
bonding agents it seems probable 
that truly disposable garments and 
household items will become a prac- 
tical reality. 


A Word of Caution 


Perhaps one word of caution may 
be well advised lest one might be 
“carried away” with over-enthu- 
siasm. It is not intended to suggest 
that nonwoven fabrics will sudden- 
ly and completely take over and 
thus relegate traditional fabrics to 
dull museums—soon to be forgot- 
ten. Rather the intent is to state the 
case for a new process which makes 
possible new products with su- 
perior inherent qualities. The tra- 
ditional methods will continue to 
produce fabrics which cannot be 
readily duplicated, if ever, by non- 
wovens. But taken together each 
method will compliment the other, 
as both function in meeting the ex- 
panding textile needs of the con- 
suming public. It is none-the-less 
reasonable to assume that where a 
nonwoven product can outperform 
at an equal or lower cost it will 
eventually take over that particular 
market. 

The potentialities for new de- 
velopments in nonwovens appear to 
be as wide as the limits of research, 
creative imagination, the skills of 
fabrication and artful salesmanship. 
Since nonwovens can be “engi- 
neered for end-use,” it would seem 





that nonwovens have unusual pos- 
sibilities in those areas where tech- 
niques are changing and require 
highly specialized textile materials 
which do not currently exist but 
need to be developed to be uscd 
as a fundamental part of the tech- 
nique. This type of development 1--- 
quires the closest kind of coopera- 
tion along with creatively imagina- 
tive persons with a background in 
the technology of nonwoven fabrics 
and a knowledge of the skills and 
techniques of the medical and surgi- 
cal fields. Nonwovens are considered 
by many to be a basic material in 
the continuous search for better 
materials for better patient care at 
a lower cost. 
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Look for this symbol of quality Blue 





the most 


versatile conveyor 
ever built! 








New Variable Capacity FOODVEYOR 
serves either 18,20, 22 or 24 


Now one food conveyor, the new Blickman Food- 
veyor, has the versatility of four, thanks to Blick- 
man’s exclusive new concept of “variable capacity”. 
Now the cold compartment can be adapted to serve 
any number of patients from 18 to 24. Capacity 
increases or decreases simply by changing sets of 
non-tilt tray racks. Your conveyor load is governed 
only by your own weekly or daily feeding require- 
ments. And that’s not all. Here are just a few of 
the other advantages you get with the exclusive 
Foodveyor: 
e Mechanical forced air refrigeration system cools 
instantly to 40°. ¥% hp compressor cools faster than 


SEE US AT: American Hospital Association Convention, 
International Amphitheatre, Chicago, Illinois. 
August 18-21, 1958 
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your refrigerator. Does away with need for cold 
plates, deep freezers or pre-freezing. 

Spacious heated compartment. Fully insulated 
heated compartment contains 8 easy-glide drawers 
with room on each for 3 nine-inch dinner plates and 
3 bouillon cups. Thermostatic control keeps cooked 
foods oven-fresh and piping hot. 

Stainless steel construction for lifetime service. 
Foodveyor is constructed of stainless steel inside 
and out. Tray slides and heated drawers ave fabri- 
cated of heavy gauge lightweight aluminum. 

Only Blickman makes the revolutionary new Food- 
veyor. For full information see your Blickman dealer 
or write S. Blickman, Inc., 1608 Gregory Avenue, 
Weehawken, New Jersey. 


BLICKMAN 


FOOD SERVICE EQUIPMENT 


For more information, use postcard on page 139 
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of hospital construction, equipment, 
and service, expanded use by the 
public, and greater technical com- 
plexity and _ specialization, along 
with the financial problem always 
present in any program of care for 
the sick, made good hospital man- 
agement more important than ever 
before. Even the most casual 
statistics show the phenomenal 
growth of hospital care. 

Although primarily concerned 
with care of the sick, hospitals op- 
erate such business-like adjuncts 
as pharmacies, laundries, cafeterias 
and soda shops. Yet the admin- 
istration of most hospitals is not 
conducted on a business-like basis, 
even though successful manage- 
ment calls for equivalent methods 
and standards required in any suc- 
cessful business operation. 

For a hospital to obtain a rating 
of excellence in management, all 
parts of the team, the governing 
body, the medical staff and the ad- 
ministrative staff must be outstand- 
ing and co-operate it. order to ac- 
complish the work of the institution. 
The keystone of the management 
edifice should be the administrator 
but all too often in American hos- 
pitals he is a mere employee, some- 
times a whipping boy for both the 
Board and the virtuosi of the medi- 
cal staff. 

A major consideration in the de- 
cision of the Institute to audit a 
hospital management has been the 
rapid increase in the cost of hos- 
pitalization. Total expense in the 
short-term, non-profit hospitals rose 
223 percent from 1946 to 1956. The 
expense per patient-day rose from 
$10.04 to $24.99 in the 1l-year 
period, up 149 percent. Thus, even 
though the average cost per stay 
rose only 112 percent from $88.35 
to $187.43, due to a reduction in 
the average length of stay, it can 
be seen that hospital costs more 
than doubled for the average pa- 
tient during the 11 years. 

Fortunately those most directly 
concerned with the administration 
of hospitals have long been cogni- 
zant of the need for sound manage- 
ment to cope with these problems 
and they have made many efforts to 
improve the situation, even though 
it is questionable if management 
training, policies, practices and 
procedures have kept pace with the 
growth of hospital facilities and 
services. The work of the American 
Hospital Association has greatly 
stimulated the improvement of hos- 
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pital management, while the Catho- 
lic and the American Protestant 
Hospital Associations, along with a 
number of other organizations in 
the field, like the American College 
of Hospital Administrators, have 
also made and are making im- 
portant contributions. 

The outstanding move to elevate 
standards is the accreditation of 
hospitals, begun in 1918 by the 
American College of Surgeons and 
continued by that organization until 
1952 when it was transferred to 
the Joint Commission on the Ac- 
creditation of Hospitals. The latter 
operates under the sponsorship of 
the American College of Physicians, 
the American College of Surgeons, 
the American Medical Association, 
the Canadian Medical Association 
and the American Hospital Asso- 
ciation. The minimum standard for 
accreditation has become a veritable 
constitution for hospitals, and it 
sets forth the requirements for care 
of the sick. Of the 6,966 institutions 
included in the 1956 Listing of Hos- 
pitals of the American Hospital As- 
sociation, 3,394 have been accepted 
as fully accredited by the Joint 
Commission. 

A major result of the work of 
the American College of Surgeons 
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MEMO TO: 


THE HOUSEKEEPER 


Have a headache from 
trying to do all 

the disinfecting 

and all the cleaning 
with the same small 
staff--for the 

same budget? 


Turn to page 57 
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and such organizations as_ the 
American Hospital Association has 
been the development of what has 
become known as “the hospital con- 
science.” The hospital conscienc: 
places emphasis upon the care of 
the sick and puts the interest of 
the patient above all other con- 
siderations. It is an ideal not al- 
ways fully practiced but is the goal 
of all dedicated hospital workers. 
The hospital conscience has done 
much to curb the acquisitive in- 
stinct of those who treat the sick, 
and helped to maintain “tender 
loving care” as the keystone in the 
philosophy of many institutions. 

The AIM believes, as I have 
shown, that there are ten funda- 
mental principles that should guide 
all managements, no matter what 
the endeavor. These ten principles 
form the structure of AIM’s Man- 
agement Audits, which are sys- 
tematic appraisals of management 
performance. Prior Management 
Audits made public by AIM have 
covered colleges and religious or- 
ganizations, as well as profit-mak- 
ing business enterprise. 

The institute is fully conscious of 
the circumspection with which it 
must enter any new field of en- 
deavor,- and we wish to make it 
clear that there is no intention of 
trespassing upon the areas covered 
by the Joint Commission for the 
Accreditation of Hospitals or the 
American Hospital Association. We 
are primarily interested in having 
our members learn the manner by 
which basic management appraisal 
principles are applicable in all fields, 
including that of the hospitals. 4 





Happiness Cake 


1 cup good thoughts 
1 cup kind deeds 
1 cup consideration for others 
2 cups sacrifice 
3 cups forgiveness 
2 cups well beaten faults 

Mix thoroughly. Add tears of 
joy, sorrow and sympathy. Flavor 
with love and kindly service. Fol: 
in 4 cups of prayer and faith. Afte 
pouring all this into daily life, bak: 
well with the heat of human kind 
ness. Serve with a smile any time 
and it will satisfy the hunger 0: 
starved souls. ® 
From The Beacon, Methodist Hos- 
pital, Indianapolis 





Overheard in Chicago’s Merchan- 
dise Mart: “We’re a non-profit or- 
ganization. We don’t mean to be— 
but we are.” 
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YOUR OLD, USED FLOOR MACHINE OR 
VAC IS WORTH BIG MONEY IF YOU... 





For a short time only, most Advance distributors will 
offer you big allowances on your old floor machines and 
vacs when you trade them for new Advance floor and 
rug maintenance equipment. Now, you can “retire” 
that worn-out, too-small machine, and get a new, high- 
speed Advance unit in a size and price that fits your 
needs. Chances are, the generous allowance you'll 
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4100 Washington Avenue North 
Minneapolis 12, Minnesota 
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ADVANCE FLOOR MACHINE COMPANY 





GIVES YOU... 


@ Your choice of 15 different models 

of floor and rug maintenance ma- 
chines—ranging in size from 12” to 
24”—priced as low as $159.00. 


e@ Your choice of 11 different models 
of “‘Hydro-Jet”’ wet-dry industrial 
vacuum cleaners—with capacities 
from 5 to 55 gallons. 


@The all-new ‘Convertamatic’”’ 
combination scrubber-polisher-vac- 
uum for big floor areas. Use it for 
high-speed polishing and dry vac- 
uuming, or for scrubbing and wet 
pick-up. Entire floor maintenance 
job is done completely in one quick 
pass. Cleans 12,500 square feet per 
hour—up to 20 times faster than 
possible with ordinary methods! 


There’s an Advance machine de- 
signed to fit every floor maintenance 
need. Advance designers and en- 
gineers draw upon more than a 
quarter century of experience in the 
floor machine field. Dependable 
machine performance is guaranteed. 


receive, plus the labor costs you'll save, will pay for 
your new machine in a few months. You'll be surprised 
at what your old machine is worth if you TRADE-IT- 
NOW for a new Advance. Phone your distributor or 
mail the coupon below. Do it today! No obligation, 
of course. 


ADVANCE MACHINE COMPANY 
4102AJ Washington Ave. No., Minneapolis 12, Minn. 


I’m interested in “retiring”? my old machine(s). At no 
obligation, 


a Please send me literature on Advance floor machines 
and vacs. 
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| 
oO Please have your distributor call to give me an | 
allowance figure on my present equipment. : 
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FREE 
TELEPHONE SERVICE 


For quick, accurate service, information, 
or prices on any Armstrong Baby Incuba- 
tor phone us collect (reverse charges) 
from anywhere in Continental United 
States, Alaska or Hawaii and talk with the 
Engineers who designed the Armstrong In- 
cubators. No one can give you faster or 
more accurate answers. When we started 
this “free telephone service” it was an- 
other “Armstrong first”. It’s fast, easy and 
accurate. You are invited to try it. 


THE GORDON ARMSTRONG CO., INC. 
517 Bulkley Building 
Cleveland 15, Ohio CHerry 1-8345 
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Noa 
NO LONGER 
7 A HOSPITAL 
PROBLEM 


Static electricity has been a constant 
source of danger in operating rooms 
and other areas—but you can control 
this problem with NEGASTAT! 
This proven liquid anti-static solution 
was developed in 1952 for explosive 
manufacturers, commercial laundries 
and the aircraft industries. It has 
n used by them since that date, 
Three special formulas have 
been adapted for hospital use. 
Available in aerosol can, 12 ounce 
bottle and gallon container for 
hospital equipment, laundry and 
floor applications. 


‘=, 





@ Safely eliminates Static Electricity e Non-toxic. 
Will not injure or stain skin, fabrics or other surfaces 
e Contains no glycerin or soap e Deodorizes, sterilizes 


Write for informative literature...today! 
Functional Products * Warsaw, ind. 
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“wrong,” then they are wrong not only for nurses or 
only in hospitals. 

A professional ethic involves a belief in one’s work 
and a strong feeling of responsibility toward patients 
and colleagues. If membership in professional organ- 
ization is any reflection of such professional commi'- 
ment, then nursing is wanting. The Kansas City study 
shows that 56 percent of the general duty nurses do 
not belong. to the American Nurses’ Association. Even 
among head nurses and supervisors, one-third are not 
members of that professional group. Out of the 263 
working nurses between the ages of 20 and 24, only 
90 hold membership in the A.N.A. These are the young 
people fresh out of school; why do over half of them 
not join the organization which acts as their profes- 
sional spokesman? 

. In most professions “getting ahead” means assuming 
more responsibility for teaching, supervision, and ad- 
ministration; for many nurses it means “I want to get 
married and quit work.” Is this a professional goal? 
Is it worth the effort and expense it takes to train such 
people to permit them to go through a school of nursing 
with such an attitude? Is there nothing that nursing 
educators can do-to help their students to understand 
the responsibility they have toward their profession? 

It is becoming increasingly important that schools 
of nursing teach their students something about nurs- 
ing outside the hospital. If nurses are to be employed 
in industry, schools, doctors’ offices, then they cannot 
be trained to be general duty nurses. Even more im- 
portant is the leadership role which nurses are being 
expected to assume as they become responsible for 
more and more auxiliary personnel. They must learn 
supervision, planning, administration; these are be- 
coming important functions of the graduate nurse and 
functions for which she is seldom prepared. 

The educator and school provide easy targets for 
criticism. This is because, compared to the hospital, the 
school is a flexible institution, anxious, willing, and 
ready to make changes—to experiment with new ap- 
proaches and new philosophies. The hospital, burdened 
with heavy and continuing responsibilities cannot as 
easily institute shifts in its organizational pattern. This, 
however, does not mean that the school has any more 
responsibility for keeping nurses in nursing than does 
the hospital. Changes in hospital organization, slow 
though they must be, are necessary if the built in 
frustrations and dilemmas of professional nursing per- 
sonnel are to be coped with. 

There are probably many things which can be done 
at the hospital level to help keep nurses in nursing. 
If children pull nurses away from the job, the hospita! 
can make efforts to make work and children com- 
patible; for example, in some institutions nursery 
schools have been established so that the nurse can 
bring her preschool children to work with her, leav: 
them in competent hands and be able to see them at 
any time in addition to having lunch with them. 

Another step which the hospital can take is to initiate 
refresher courses which will instill new confidence in 
nurses who have been out of the field for a while and 
will begin to bring them up to date on recent changes. 
Such courses have been most successful in Chicago 
where they have been sponsored by the Council on 
Community Nursing. On the other hand, when an ad- 
ministrator in Kansas City wrote hundreds of alumnae 
offering such a refresher course, she received only two 
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$398 10: 


EAST NORWALK 


BUY ONE OEM FORCED-CIRCULATION INCUBATOR 
AND SAVE THE COST OF 9500 NURSING BOTTLES 


OEM Incubators . . . at $398 each . . . provide Your OEM Incubator arrives completely 
forced circulation for constant environment assembled ... ready to plug in and use, For 
...simple, accurate temperature, humidity service or maintenance, merely pull out the 
and oxygen controls...natural access for drawer-type power package. 


safe, easy infant handling. Do your preemies (and your budget) a favor. 


Send for Catalog Supplement 10C today. 


CORPORATION EAST NORWALK, CONNECTICUT 
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HOSPITAL 
FLOOR 
PROTECTORS 


For Carts... Bassick Di- 
amond Arrow Casters 
(Series 69) swivel easily on 
two level ball races, roll 
quietly on non-marking soft 
rubber tread wheels. Wheel 
brakes optional for use on 
beds. 


For Tables... Bassick 
Rubber Cushion Glides 
slide easily and quietly on 
broad, flat, hardened steel 
bases. Rubber cushions 
absorb shocks and sounds 
and spread the weight to 
prevent denting. 





For Laundry Trucks .. « 
Bassick Plate Casters 
(Series H99 medium heavy 
duty or Series H68 light 
duty) roll smoothly, swivel 
easily, have soft rubber 
tread wheels to protect 
floors. 





See these and other Bassick floor protectors in your 
Hospital Purchasing File or write for Bulletin HPF-57. 
Tue Bassicx Company, Bridgeport 5, Conn. In Canada: 
Belleville, Ont. 8.51 
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Bassick 


SYMBOL OF EXCELLENCE 





AAKING MORE KINDS OF CASTERS . MAKING CASTERS 00 MORE 


responses. There are no pat solutions. Sound personel 
policies and fringe benefits may do much to help bring 
some nurses back into nursing. But above all if thc re 
is anything which will help the general duty nu:se 
to feel that she is wanted and needed, it is the pro- 
vision of recognition and authority to her. 

If she can participate in planning and policy-maki.g 
which affect her and her work, she will be a beter 
nurse and a happier one. The head nurse and the s\\- 
pervisor carry a heavy burden of responsibility both 
to their patients and to the people working with them 
and under them. These nurses, in order to be able 
effectively to fulfill that responsibility, must have the 
official power and authority to back up their decisio is 
and their orders. : 

Some (certainly not all) of the components of the 
problem have been described in this article. The rcal 
solutions rest primarily on the degree of ingenuity 
and creativity which can be exercised by nursing and 


. hospital administrators in coping with their particular 


situations. For some a nursery school will work, for 
others a refresher course for nurses. Some might make 
better progress with an information course for nurses’ 
husbands, while others will find that some combination 
of programs works most effectively in their own com- 
munity. Attractive personnel policies can do no harm, 
and providing head nurses and supervisors with 
authority commensurate with their responsibility will 
certainly do some good. 

The fact remains that there are qualified graduate 
nurses in your community who are not working; if 
you have a nursing shortage, one avenue toward quick 
and effective relief is to put them to work. 3 














HOSPITAL 
ADMINISTRATOR 


CALTEX seeks qualified Hospital Administrator for 
interesting and challenging service in the Far East. 
Recent medical expansion includes 75-bed hospital. 
A minimum of five years' experience is required. Prior 
overseas experience and formal education in Hospital 
Administration is preferred. Non-medical activity in- 
cludes feeding, business office, personnel, mainte- 


nance and inventories. 


Facilities include permanent all-services 75-bed hos- 
pital and several health station-dispensaries. Assign- 


ment area provides family and community living. 


Send complete resume, including salary requirements, 


to: 


EMPLOYMENT SECTION 


CALIFORNIA TEXAS OIL COMPANY, LTD. 


380 MADISON AVENUE 
NEW YORK 17, NEW YORK 
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Clifton W. Leavis, laundry manager of Boston’s 
350-bed Children’s Medical Center, reports a two- 
way savings as the result of converting to Troy 
unloading washers and a 60” Troy Olympic*ex- 
tractor of 480 pounds capacity. 


“By increasing our productive capacity from 
6800 to 8000 Ibs. per day, these new unload- 
ing machines have eliminated overtime cost. 
In addition, maintenance costs are now neg- 
ligible. Operator fatigue, a problem with the 


Tow 


LAUNDRY MACHINERY 
Division of 


American Machine and Metals, Inc. 
EAST MOLINE, ILLINOIS 


“World's oldest builders of power laundry equipment" 





AUGUST, 1958 








Boston Children’s Medical Center reports: 
Tnoy UNLOADING WASHERS HELP RAISE OUR 
OUTPUT 17% ... WHILE CUTTING LABOR COSTS! 





former equipment, is also greatly reduced 
both because of the washers’ unloading fea- 
ture, and the trip-bottom construction of the 
extractor baskets. These baskets are handled 
by an overhead electric hoist, installed accord- 
ing to recommendations outlined by Troy’s 
field engineer.” 


How much could you save on your laundry op- 
eration with modern Troy equipment? Find out! 
Clip and mail coupon today! No obligation. 
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TROY LAUNDRY MACHINERY, Dept. HMA-858 
Division of American Machine and Metals, Inc. 
East Moline, Illinois 


Send me detailed information on 
CD Troy Unloading Washers 

(] Troy Extractors 

() Have a Troy man contact me 
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ciTy ZONE STATE 
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801 — Matched Food Service 


® FIFTEEN BASIC ITEMS are included in the food service which cin 
be used in various combinations to suit the individual require- 
ments of hospitals. The service consists of six- and nine-inch plates, 
both coated and uncoated; a seven-inch plate, coated only; coated 
soup bowl, five- and seven-ounce food dishes, six-ounce hot drink 
cups, five, seven, and nine-ounce drink cups and three-quarter 
ounce, one-ounce and two-ounce cups for cream sauces and con- 
diments. 


Disposable Bath Towel 


™ THE TOWEL is made of absorbent heavy weight wet strength 
paper toweling. 


White Bassinet Basket 


& A NEW, improved germ-proof and sturdy hospital bassinet bas- 
ket that can be cleansed with soap and boiling water, eliminating 
laundry costs. The bassinet measures 28 and one-half inches by 
13 and one-half inches and takes a pad 27 inches by 13 inches or 
smaller. Acid and abrasive resistant, non-slip hand holds, built-in 
card holders. 


Acoustical Ceiling Units 


™ MADE OF mineral fiber, the product is factory-finished with a 
washable white paint. Because of its high density, the ceiling 
units eliminates “breathing.” Dust and dirt do not build up on its 
surface, since it resists the passage of air through the ceiling. 


Dry Ice Storage Container 


® THE CONTAINER is built with hardwood frame, has an outer shell 
of 20 gauge steel and an inner liner of 22 gauge galvanized steel. 
It has six inch glass wool insulation in sidewalls and six inch cork 
insulation in bottom. An insulated, hinged lid gives easy access. 


Hand Truck 


® TWO WHEEL welded truck used to carry supplies. Equipped with 
two rocker arms which act like an extra pair of wheels thus elim- 
inates skidding and dragging loads up and down curbs and stairs. 
Available in either steel or aluminum, with semi-pneumatic or 
pneumatic tires. 


Test Tube Racks 


™ THREE SIZES; made of polyethylene; each of the three is designed 
for a different category of test tube sizes. Deep pockets hold the 
tubes upright, preventing any tipping or spilling. The racks have 
a relatively soft surface, which is cushioning to the glass con- 
tainers. 
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Instrument Rack 


® SINGLE UNIT holds 60 to 75 artery forceps, conveniently sorted 
by type and size. Fits in 16 inch sterilizing chamber. Simplifies 
sorting and storing before and after sterilization. Perforated tray 
bottom ensures thorough penetration of gas or steam; tray pre- 
vents instruments from touching shelf or table surface. 


Aerosol Adherent 


™ THE PRODUCT, an adhesive bonding agent, can be sprayed onto 
the skin, permitting faster, more convenient and more economical 
application. The air-tight container forestalls thickening of the 
liquid by minimizing evaporation of alcohol from the solution. The 
container is a glass bottle plastic coated for greater strength, with 
a non-clogging spray nozzle. A cap fits over the valve to protect 
it from accidental triggering. A directional type of valve is used 
to lessen the chance of misdirected spray. 


Medication Servers 


™ THESE SERVERS are used for serving pills or liquids to patients. 
Made of sturdy polystyrene plastic. Servers are odorless and are 
available in colors. 


Automatic Pipeline Waste Disposal 


™ THE DISPOSAL converts all garbage, paper, glass and such items 
into a greatly reduced odorless pulp that is semi-dry and easily 
handled. Basically, the disposal consists of a pulper, a pump and 
a extruder. Operation is completely automatic and is controlled 
by pushbuttons. The pulping unit is powered by a two horse power 
electric motor. 


Thermotainer Mobile Food Cart 


@ THE CART has two heated compartments for storage of hot food 
and one unheated compartment for cold foods or beverages. All 
stainless steel, heavy insulation and thermostatic controls are pro- 
vided. Large compartment size permits use of trays, pans and 
plates. Stainless steel top can be used as a storage or serving area. 


Dry Sterilizer 


™ THE UNIT sterilizes safely and effectively, requires no power 
source, will not cause sharp instruments to dull or rust, and will 
not damage sensitive materials, according to the manufacturer. 
A “steribulb,’ much like the common carbon dioxide “soda bulb,” 
is placed into a piercing assembly. The liberated gas, ethylene 
oxide, is then transferred to the aluminum sterlizing chamber. 


Washable Blanket 


™ THIS BLANKET is washable without danger of shrinkage in tem- 
peratures up to 120 degrees, and is completely moth-proof. It is 
made of 100 percent virgin acrilan. The blankets are color fast, 
take less time to dry and can be tumbled dry in temperatures 
up to 140 degrees. 


Side Rails 


@ PERMANENTLY ATTACHED to the wheel stretcher, this side rail 
is ready for immediate use. From hanging or storage, rail is pulled 
out and up in a semicircular motion and is placed for use on 
litter top. Can be locked securely with attached pin for further 
convenience and safety. 
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Refuse-Tainers 


®™ MOLDED of tough polyethylene; deep-fluted construction of these 
new containers take rough handling and rough weather. Are rust- 
proof, dent-proof and clatter-proof; unaffected by acids or dis- 
infectants according to the manufacturer. Heavy galvanized steel 
handles permit easy lifting and carrying, and can be pulled up 
to lock cover in any position. 


Vandal-Proof Faucet Aerator 

™ THE AERATOR is easily installed or removed by the use of a smill 
key-wrench, but once installed a would-be thief finds it virtually 
impossible to remove the aerator as the outer casing or shell spins 
freely with any motion to unscrew the device. A wrench and ji:- 
structions are provided with each aerator. 


Hospital Utensils 


= NEW LINE of hospital utensils molded with Pro-fax, lightweight 
plastic resistant to chemicals, virtually unbreakable and fully auto- 
clavable. 


Pail Holder for Ladders 


® THE HOLDER clamps under the lip of the pail and a springlock 
holds it firmly in place, preventing tipping or splashing while it 
is in use. It adjusts to all angles of the ladder and attaches to 
either side of the ladder, instead of on the rungs above or below 
the user. 


Disaster Kit 


® IN ONE COMPACT PACKAGE there’s an effective means of identify- 
ing each patient, each out-patient, staff members and _ hospital 
volunteers. Each kit contains emergency treatment tags, armbands 
and visitor cards in sufficient quantity for a hospital up to 100 beds. 


Cooking Utensils 


& THE UTENSILS are seamless drawn of 18-8 clad stainless steel 
and heavy gauge copper. The outer surface of copper assures quick 
and even distribution of heat to the entire cooking area. The stain- 
less steel inner surface guards against corrosion, so that all foods 
can be cooked and stored without fear of spoilage. 


Counter Oven 


® THE OVEN is available in 14-inch and 28-inch sizes. The sizes 
make it possible to set the units alongside other counter food serv- 
ing equipment. Unit is thermostatically controlled to hold exac! 
temperatures required for baking and roasting. 


Metallic Tape 


® THE TAPE has a permanent bright metallic-looking finish, whic!) 
makes it attractive for charts, graphs, maps and layout outlining 
It is weather resistant for outdoor applications. Available in eigh: 
widths. 


Medicine Cup 


® THIS CUP is made of paper and bears the following markings: 
drams instead of teaspoons, milliliters instead of cubic centimeters 
and ounces in one-quarter graduations. These cups are available in 
one and three-ounce sizes. 
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Nurse, 
when will my 
doctor be here? 
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Add AUDIO easily 


to your present 


VISUAL nurse call sy 


of corridor domelights 














He's expected 
shortly, 
Mrs. Jones 








Executone’s DEPENDABLE Audio-Visual 
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Nurse Call System Cuts Foot Travel in Half! 


Easily and quickly added to your present visual domelight 
system, Executone frequently uses existing conduits or 
raceways—providing you with a modern Audio-Visual 
Nurse Call System! All accomplished with no interruption 
of service during installation! 


Many hospitals—old and new—are discovering the econo- 
my and efficiency of Executone’s Audio-Visual system. 
More patients are handled with less effort, in less time! 
One hospital reports that Executone has reduced operating 
costs 8% per bed. /t is an invaluable aid in relieving the 
nurse shortage. 





GOING TO CHICAGO? 


Be sure to see ... hear ... try Executone at the 





American Hospital Association Convention, Booth 567. 
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HOSPITAL COMMUNICATION SYSTEMS 
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Just off the press! 


“Better 
Patient Care” 


How Executone communica- 
tions help hospitals improve 
patient care and make maxi- 
mum use of nursing time and 
skills. Includes a summary of 
time and motion studies of 
Executone Audio-Visual Nurse 
Call Systems made by the Surgeon Generals’ offices of the 
Army and Air Force. Also described and illustrated 

are Doctors’ Paging Systems, Bedside Radio-Sound Systems, 
Departmental Administrative Systems. Send in the coupon 
below for your complimentary copy. 








e 

EXECUTONE, INC., Dept. N-3, 415 Lexington Ave., New York 17, N.Y. 
Without obligation, please send me a complimentary copy of ‘Better 
Patient Care.’ 


Name. Title— 
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Address. 
City. State. 
In Canada: 331 Bartlett Avenue, Toronto 








For more information, use postcard on page 139 103 
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Special 


: Outpatient 


Dining Room 


This dining service began 30 years ago when a former 
diabetic patient could not find a restaurant near his 
office to serve him regular diabetic meals. 


by Bryan A. Rogers 
Administrative Assistant 
Methodist Hospital 
Indianapolis, Indiana 


A trained staff carefully prepare all 
meals. 


The dining room is open each day 
except Saturday and Sunday for 
luncheon and dinner. 
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= A SERVICE believed to be the only 
one of its kind in the country is 
Methodist Hospital’s special-diet 
dining room for outpatients, which 
has been operated for many years 
by the dietary department. This 
dining room is operated only for 
hospital personnel and members of 
the community requiring special 
diets. Each person served must be 
referred by an attending physician 
and have a prescription stating the 
type of diet required. The dining 
room has proved to be a service to 
outpatients which is unavailable in 
other restaurants and cafeterias in 
Indianapolis. 

The majority of meals served are 
for diabetics; although low caloric, 
high caloric, bland, high protein, 
and other diets are served daily. 
Each of these diets is prepared by a 
trained staff. The dietitian in charge 
of this service has a Masters Degree 
in Teaching and Therapeutics. 


Diabetics 


This dining service began 30 years 
ago when a former diabetic patient 
could not find a restaurant near his 
office to serve him regular diabetic 
meals. He requested permission to 
eat his lunch at the hospital in the 
lounge of the Diabetic Nursing Unit. 
The hospital administration foresaw 
in this early request a need for 
other people within the community 
to have a place ready to serve meals 
especially adapted for their individ- 
ual needs. The medical staff was 


consulted and they felt such a need 
existed and have given their con- 
tinued support to it. 

The special dining room is located 
adjacent to the dining area which 
serves the medical staff and hospital 
department heads. Food for both 
areas is prepared in the floor kitch- 
en and special adaptations are made 
for the special dining room. Wait- 
ress service is available for both 
areas and the dietary staff has a 
dual responsibility. Food and sup- 
plies are requisitioned from the 
main kitchen. 

The special dining room serves 
45 to 50 people for lunch and 15 to 
20 people for dinner each day ex- 
cept Saturday and Sunday when it 
is closed. The hospital operates an 
outpatient examining room service 
for private physicians and it is not 
unusual for additional diabetics to 
eat lunch on the days they visit 
their physicians. The dietary staff 
has sufficient flexibility to serve the 
number present each day. 

Whenever an outpatient is re- 
ferred to the special dining room his 
prescription from his physician is 
carded in a master index listing his 
nam2 and the grams weight per 
serving for his diet. At each meal 
the patient signs his name in a 
register book before he is seated, 
and the waitress takes his name to 
one of the specially trained cooks. 
They check the master index for the 
type of diet required and prepa’e 
the food. Modified and special foo's 
are stocked in the kitchen so thit 
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any type of dietary requirement 
may be prepared. The patient does 
not select his choice of food each 
day but is consulted at the time of 
his first visit as to his food prefer- 
ences. 


Recruiting Device 


While many of the diners are dia- 
betics, others are on reducing diets 
and show a significant loss of weight 
after a few months. Several of our 
present employees came to Metho- 
dist Hospital due to the availability 
of this type of service. Under close 
supervision they have been able to 
reduce with satisfactory results. Oc- 
casionally someone is on a weight 
gaining diet which often causes en- 
vy among the other diners due to 
the quantity of food which is per- 
mitted. Needless to say, our charge 
would be higher if we had very 
many on weight gaining diets. 

A staff of one graduate dietitian, 
two diabetic cooks, six waitresses 
and one cashier serve both dining 
rooms. These two areas serve ap- 
proximately 165 people each day. 
This includes both the special din- 
ing room and the physician’s dining 
area. There is a charge of $2.00 per 


meal in the special dining room. 
This service is not expected to be a 
source of income for the hospital; 
however, a break-even point is de- 
sired. 

The physicians feel the hospital 
is capable of understanding special 
dietary problems and appreciate 
this service to their patients. It also 
serves as a public relations medium 
to the community. Many of the stu- 
dent nurses and hospital employees 
requiring special diets are served in 
this area. An “Old Timers’ Table” 
of local businessmen has gained a 
reputation within the community as 
a diner’s club and meets daily for 
lunch. One diner has eaten here 
regularly for the past 30 years. 

While we feel this service may be 
unique for hospitals, it serves a 
need within our community which 
is not otherwise fulfilled by private 
restaurants. a 





CENTRAL SERVICE 

Continued from page 74 

months. Mrs. Brady—a charter 
member of the National Association 
of Hospital Central Service Person- 
nel—writes that this very small tok- 
en of her interest in her employees 


has done much to inspire them to a 
feeling of “belonging”. The pins can 
be obtained for as little as $ .95 for 
gold plate and just a little more for 
the gold filled. For information re- 
garding this pin write to 

Mr. Colin C. Evans 

1718 Pennsylvania Ave., N.W. 

Washington 6, D. C. 


Central Service Center of 
Interest of Graduate Study 


® MR. FRANK O. SALT, administrative 
resident at the University of Virgin- 
ia Hospital, Charlottesville, Virginia, 
has just completed an exhaustive 
study on the “Potential Sources of 
Competent Central Sterile Supply 
Supervisors.” In his study of 110 
hospitals, he has compiled some in- 
teresting statistics. “The improve- 
ment in C. S. S. most often desired,” 
Mr. Salt found, “is more adequate 
space. Others in order of preference 
are quality of supervision, coopera- 
tion between C. S. S. and areas 
served, and good training methods.” 

We feel that the information 
gathered by Mr. Salt is worthy of 
reporting in some detail. Watch this 
column for the results of his study. 





The purity, the 
wholesomeness, 
the quality of 
Coca-Cola as 
refreshment has helped 
make Coke the 
best-loved sparkling 
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DRINK 
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SIGN OF GOOD TASTE 


For more information, use postcard on page 139 
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Monthly Menus 


Sunday 


Monday 


Tuesday 





Breakfast 


Dinner 


Supper 


Pineapple tidbits 

Hot or ready to eat cereal 
Scrambled eggs 

Toasted muffins 


Salmon timbales - mushroom sauce 
Buttered potatoes 

Broccoli 

Date roll 


Clear bouillon 

Creamed eggs on toast 
Tomato aspic in lettuce cups 
Fresh fruit compote 


Sliced bananas in cream 
Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Broiled liver with bacon 
Parsley cubed potatoes 
Pickled beets 

Carrot raisin salad 
Green gage plums 


Bouillon 

Noodle ring with 
creamed chicken 

Orange grapefruit salad 

Gingerbread 


Blended juice 
Hot or ready to eat cereal 
Date muffins 


Cubed steak 

Mashed potatoes 
Buttered peas 

Carrot sticks - olives 
Strawberry ice cream 


Hearty barley soup 

Open faced bacon-tomato-ct ese 
sandwich with French drossing 

Lettuce wedge 

Fresh applesauce 





Breakfast 


Dinner 


Supper 


White seedless grapes 
Hot or ready to eat cereal 
Baked egg 

Toast croutons 


Baby white fish 

Oven browned potatoes 

Creole eggplant 

Lettuce hearts with 
Thousand Island dressing 

Fresh pear 


Cream of tomato soup 

Salmon croquettes with 
pimiento sauce 

Stuffed prune - apricot salad 

Brownies 


Chilled pineapple juice 
Hot or ready to eat cereal 
Baked egg 

Toast 


Pot roast with vegetables 
Steamed potatoes 

Fruit layer salad 

Baked honey custard 


Beef rice soup 
Asparagus roll-up with 

asparagus Cheese sauce 
Tossed sa!ad greens 
Fruit gelatine 
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Sliced orange 
Hot or ready to eat cereal 


Crisp bacon 


Raisin toast 
e 


Stewed chicken and dumplings 


Mashed potatoes 


Creamed mixed vegetables 


Date salad 
Sponge cake a la mode 


Cream of pea soup 


Hot roast beef sandwich 
Pickled beet and egg salad 
Rhubarb crisp 





Breakfast 


Dinner 


Supper 


Orange juice 
Hot or ready to eat cereal 
3 minute egg 
Toast 
= 


Escalloped tuna and peas 
Baked potato 

Shredded beets 

Cabbage, apple salad 
Lemon snow 


Vegetarian vegetable soup 
Grilled cheese sandwich 
Blushing pear salad 

Raisin puff - nutmeg sauce 


Stewed rhubarb 
Hot or ready to eat cereal 
Bacon curls 
Toast 
oe 


Mock chicken legs 
Creamed cubed potatoes 
Savory spinach 
Citrus fruit salad 
Peach blush-with 
whipped cream 
e 


Oxtail soup 

Green pepper stuffed with 
Spanish rice 

Cabbage, pineapple- 
marshmallow salad 

Raspberry tart 


Nectarines 
Hot or ready to eat cereal 
Blueberry muffins 


Broiled ham slices 

Sweet potato with orange 
Julienne green beans 
Cranberry mold 


Ice cream 


6 
Scotch broth 
Spanish meat loaf 
Escalloped corn 
Fresh fruit salad 


Molasses cookies 





Breakfast 


Dinner 


Supper 


Apricot nectar 

Hot or ready to eat cereal 
Omelet 

Toast 


Baked haddock - lemon slice 
Pittsburgh potatoes 
Broccoli 

Sliced tomato salad 
Rainbow gelatine 


Hot vegetable juice 
Codfish cakes 
Pineapple cheese salad 
Frosted fruit bar 


Breakfast cocktail 

Hot or ready to eat cereal 
Crisp bacon 

Toast 


Roast beef 

Buttered noodles 
Peas and carrots 
Golden glow salad 
Baked cherry custard 


Clear tomato soup 
Egg a la goldenrod 
on toast points 
Tossed vegetable salad 
Apple betty deluxe 


Pineapple juice 

Hot or ready to eat cereal 
Sweet rolls 

Jelly 


Roast turkey - savory dressing 
Mashed potatoes 

Honeyed carrots 

Celery curls - pickle strips 
Peach ice cream 


Lentil soup 

Corned beef and potato pattie 
with catsup 

Shredded lettuce salad 

Bing cherries 





Breakfast 


Dinner 


Supper 


Grapefruit half 

Hot or ready to eat cereal 
Coddled egg 

Toast 


Poached lake trout 
Browned paprika potatoes 
Fresh mixed vegetables 
Lime crisp salad 

Whole peeled potatoes 


Clam chowler 

Assorted cheese platter 

Cinnamon apple, cherry salad 
White cupcake - chocolate frosting 


Orange sections 

Hot or ready to eat cereal 
3 minute egg 

Toast croutons 


Porcupine beef balls 
Parsley potatoes 
Fordhook limas 
Strawberry aspic salad 
Tapioca cream 


Vegetable soup 

Cold meat aand cheese platter 

Macaroni salad 

Baked apple stuffed with 
mince meat 


Fresh applesauce 

Hot or ready to eat cereal 
Scrambled egg 

Toast 


Broiled chicken 
Duchess potatoes 
Brussels sprouts 
Jellied cranberry salad 
Ice cream 


Mushroom bisque 
Barbecued beef sandwich 
Potato chips 

Perfection salad 

Spiced peaches 
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Wednesday 


Thursday 


... August 1958 


Friday 


Saturday 





Orange sections 

Hot or ready to eat cereal 
Omelet 

Cinnamon toast 


Veal stew with biscuit topping 
Asparagus spears 

Tokay grape-pear salad 
Lemon cream 


Vegetable soup 
Assorted luncheon meats 
Potato salad 

Date bread with butter 
Apricot halves 


Prunes with lemon 

Hot or ready to eat cereal 
Crisp bacon 

Toast 


Stuffed beef heart 

Baked potato 

Swiss chard with egg garnish 
Waldorf salad 

Apricot marshmallow delight 


Cream of celery soup 

Spaghetti with ground meat 
au gratin 

Chef's salad bowl 

Frosted fruit cup 
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Apple juice 
Hot or ready to eat cereal 
Poached egg on toast 


Roast leg of lamb 
Creamed cubed potatoes 
Quartered carrots 
Endive salad 

Purple plums 


Scotch broth 

Creamed dried beef on rusk 

Orange, cinnamon pear, 
pineapple tidbit salad 

Fudge cake 


Grapefruit sections 

Hot or ready to eat cereal 
Canadian bacon 

Toast 


Grilled hamburger pattie 
Buttered rice 

Savory wax beans 

Under the sea salad 

Ice box pudding 


Split pea soup 

Grilled sweetbreads 

Tomato stuffed with cole slaw 
Peach half 





Pineapple juice 

Hot or ready to eat cereal 
Shirred egg 

Toast sticks 


Spicy ham balls 
Fluffy rice 

Baked acorn squash 
Fresh fruit salad 
Blueberry cobbler 


Potato chowder 

Sliced tomato with 
chicken salad topping 

Corn sticks 

Floating island 


Kadota figs 

Hot or ready to eat cereal 
Coffee cake 

Preserves 


Swiss steak 

Buttered potato balls 

7 minute cabbage 

Pear mint salad 

Chocolate chip bread pudding 


Consomme 
Spanish omelet 
Fruit layer salad 
Oatmeal crispies 


Tangerine juice 

Hot or ready to eat cereal 
Omelet 

Toast 


Baked liver loaf-cream pea sauce 
Parsley potatoes 

Wax beans 

Stuffed celery 

Rhubarb betty 


Chicken noodle soup 

Lunch meat-apple-sweet 
potato bake 

Jellied vegetable salad 

Strawberry shortcake- 
whipped cream 


Cherry cup 

Hot or ready to eat cereal 
Oven French toast 

Honey 


Veal cutlets 

Corn on the cob 
Asparagus cut up in milk 
Wilted ‘ettuce 

Fruit cocktail 


Cream of mushroom soup 
Broiled tomato in bacon jackets 
Pineapple endive salad 

Vanilla cream 





Grapefruit half 

Hot or ready to eat cereal 
Ham omelet 

Toast 


Roast beef 

Mashed potatoes 

Peas and mushrooms 
Apricot cream cheese salad 
Marble cake 


Cream of chicken soup 

Hearty meat and vegetable salad 
Pocketbook rolls 

Banana cream 


Prunicot 

Hot or ready to eat cereal 
Canadian bacon 

Toast 


Lamb chops 

Parsley cubed potatoes 
Baked tomatoes au gratin 
Fresh fruit salad 

Orange bavarian cream 


Pepper pot soup 

Macaroni cheese casserole 
Tossed salad greens 
Bartlett pears 


Cherry juice 

Hot or ready to eat cereal 
Shirred egg 

Toast 


Cubed veal fricassee 
Riced potatoes 
Escalloped cabbage 
Bunch of grape salad 
Raspberry royale 


Cream of chicken soup 
Peanut butter bacon sandwich 
Pineapple banana salad 
Spice cake-maple frosting 


Sliced bananas 

Hot or ready to eat cereal 
Bacon curls 

Cinnamon raisin toast 


Braised tongue 
Stuffed baked potato 
Vegetable en casserole 
Celery cabbage 
Apricot cobbler 


Beef soup 

Spinach loaf with poached egg 
Cranberry, celery, nut salad 
Butterscotch pudding 





Apricot nectar 

Hot or ready to eat cereal 
Omelet 

Toast 


Veal birds 

Escalloped potatoes 
with cheese topping 

Brussels sprouts 

Shredded lettuce salad 

Pumpkin tart 


Cream of corn soup 
Open face sandwiches 
Fruit gelatin salad 
Date marshmallow roll - 
whipped cream 


Baked apple 

Hot or ready to eat cereal 
Canadian bacon 

Toast 


Broiled liver slices 
Paprika potato balls 
Sweet sour green beans 
Grapefruit avacado salad 
Washington pie 


Beef rice soup 

Turkey turnover with vegetables 

Tomato romaine salad 

Blanc mange with strawberry 
preserves 


Kadota figs 

Hot or ready to eat cereal 
Scrambled egg 

Cinnamon toast 


Rich beef stew 
Steamed potatoes 
Glazed hubbard squash 
Shredded beet salad 
Lemon grapenut pudding 


Consomme 

Spaghetti with tomato 
meat sauce 

Garden salad 

Royal Anne cherries 


Tomato juice with lemon 
Hot or ready to eat cereal 
Jelly cruller 


Lamb patties on 
grilled pineapple ring 

Baked potato 

Buttered peas 

Banana nut salad 

Angelfood cake 


Potato ribble soup 
Cold meat loaf 
Asparagus bundle salad 

with tomato aspic 
Fruit cup 
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Watermelons 


Vegetable Fats and Oils 


Ice Cream 


Peaches 


Potatoes 
Fresh and Processed Lemons 


Summer Vegetables 








Senate Salad for 1958 


1% pounds (3% cups) lemon jell-o 

1 ounce (2 tablespoons) salt 

Y4 teaspoon cayenne 

1 No. 10 can (3-% quarts) hot 
tomato juice (140° - 160° F.) 

Yq cup lemon juice 

3 tablespoons horse-radish 

3 tablespoons grated onion 

2 pounds (1 quart) flaked tuna 
fish — crab meat, shrimp or lobster 
may be used 

1 pound 2 ounces 
chopped celery 
1. Dissolve jell-o, salt, and cayenne 


(1 quart) 


in hot tomato juice. Add lemon 
juice and chill until slightly 
thickened. 

. Fold in remaining ingredients. 
Pour into individual molds or 
shallow pans. Chill until firm. 
Unmold or cut into squares. 
Serve on crisp greens (2 ounces 
lettuce, 2 ounces chickory). 

. Garnish with 1 egg (sliced or 
quartered), 3 slices cucumber, 
2 stuffed and 1 black olive, 1 
ounce cheddar cheese in strips 
and salad dressing of choice. 


(Makes 1% gallons, or 40 portions.) 





“Oh, well, | can still drink 
Continental Coffee!” 
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Write for free trial package 


Conllancnidl lofee 


AMERICA'S LEADING COFFEE 
for Restaurants, Hotels and Institutions 
CHICAGO + BROOKLYN * TOLEDO-SEATTLE 


For more information, use postcard on page 139 





For Staff or Visitors 43 
Sandwiches Are Always 
Popular 


= A Goop vaARIETY of sandwich in- 
gredients, bread variety and gar- 
nishes are important. So is the way 
the sandwiches are served. Lettuce, 
cress and celery should be carefully 
cleaned, picked over and kept 
chilled. Mixes should be kept free 
from lumps and spreadable. For 
full flavor value use pure mono- 
sodium glutamate in all non-sweet 
sandwich mixes. 


To speed up the cafeteria line, 

make sandwiches in advance and 

wrap in clear cellophane in half- 

on-half triangular fashion so that 
the filling is visible. 


For made-to-order sandwiches cov- 

er stacks of sliced ingredients with 

plastic to keep them fresh and to 
improve counter appearance. 


For the odd hours when personel 
is short, set up a “do it yourself” 
project with an assortment of ‘ll- 
ings, garnishes and breads. Sliced 
meats, cheeses, mixes, combinat:ons 
and lettuce are set out on plcies; 
olives, relishes and other garni:hes 
on paper plates. Bread is kepi in 
dispenser units and butter on 
shaved ice. The diners help them- 
selves and waste is at a minim:m. 
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Wives are Purchasing Agents, too. And good 
at the job. That’s why, rather than dealing 
with the butcher, the baker, the candle-stick 
maker...many of them prefer to shop “one- 
stop” at the Supermarket, where all their 
food needs are met...and the quality is 
consistent. 


Many Purchasing Agents are taking a tip 
from their wives. They no longer deal with 
many suppliers, one for patient gowns, 
another for operating room apparel, still 
others for kitchen, nursing, and other depart- 
ments. They have learned that Angelica’s 
complete, balanced line of.uniforms gives 
them, consistently, all the advantages they 
had hoped to get: 


Send Today 

For Your Copy 

Of The New 
Angelica Catalog 
Of Hospital Apparel 





LEARN FROM 
HIS WIFE? 








CONSISTENT HIGH QUALITY... High standards 
in choosing materials for durability, color- 
fastness, and shrinkage-control. 


| CONSISTENT ECONOMY...longer wear--savings 
' in repairs -- fewer replacements -- add up to 


“more for your money.” 


| CONSISTENT COMFORT... you can always be 
' gure that all Angelica garments are full cut and 


always true sizes--no skimping on materials, 
CONSISTENT SERVICE... Fifty trained sales- 


/ men, strategically located warehouses 


and largest stocks of any hospital apparel 
manufacturer assure you of fast delivery. 


CONSISTENCY... Yes, that’s the answer so 


/ many Purchasing Agents have learned from 


their wives. They now look to Angelica to 
supply uniforms for all personnel in all 
departments. 


UNIFORMS 


1427 Olive St., St. Lovis 3, Mo. © 107 W. 48th, New York 36, N.Y. © 110 W. 11th, Los Angeles 15, Calif. *© 177 N. Michigan, Chicago 1, Ill. 
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Nursing 





Changing Nursing Patterns Produce 


Changing Professional Liability Patterns 


= IN DISCUSSING LAW AND NURSING, 
whether in retrospect or in re- 
viewing “trends,” I have in the 
past and I shall today, and I an- 
ticipate I will in the future, try to 
consider all phases of law including 
malpractice from the point of view 
of guidance for future growth. I 
do not discuss it to instill fear of 
growth. 

With an understanding of the 
legal aspects of nursing, the nurse 
should be in a better position to 
give sound nursing service. Nurs- 
ing education is in a position to 
give this legal understanding to 
nurses. 

If there are changing patterns in 
nursing, there will be changing pat- 
terns in legal aspects of nursing, 
whether we look at prohibitions of 
Medical Practice Acts or at claims 
in damages for injuries to patients. 

Let us look at legal trends, which 
of course have their roots in the 
past. 


Criminal Liability 


There has been relatively little 
change in the area of general crim- 
inal responsibility; negligence and 
injury to the patient remain im- 
material. 

Violations of Medical Practice 
Acts can give rise to criminal 
prosecution of registered nurses. 

In considering this or any other 
phase of the legal scope of pro- 
fessional nursing, we must look for 
grants of rights in Nursing Prac- 
tice Acts; to prohibitions in Medi- 
cal Practice Acts; and to court in- 
terpretation of both Acts. 

Certain procedures once deemed 
medical procedures have by at- 
trition become accepted nursing 
functions without questioning; for 
example, giving injections. Other 
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by Grace C. Barbee 
Staff Attorney 

California State Nurses’ Association 
San Francisco, California 


Part I 


procedures seem to be destined for 
recognition as nursing functions 
only after considerable tribulation. 

Prior to 1936, the question of the 
day in California was the legality 
of a qualified nurse giving general 
anesthesia. The Medical Practice 
Act did not by specific reference 
prohibit the procedure. Yet a reg- 
istered nurse was charged with 
violating the Medical Practice Act 
because she gave general anesthe- 
sia. 

The Court asked: 

1. Do qualified professional 
nurses generally perform the pro- 
cedure? 

2. Do they do so under medical 
direction and supervision? 

3. Does prevailing medical public 
opinion recognize the registered 
nurse’s legal right to perform the 
procedure? 

The Chalmers-Francis' case de- 
cided the anesthesia question in 
California when it held: 

1. Qualified registered nurses 
may give general anesthesia in Cal- 
ifornia. 

2. Such was the general practice. 

3. The practice was in conform- 
ance with sound prevailing medi- 
cal opinion. 

Provide, however, that it be per- 
formed under medical direction and 
supervision. 

In West Virginia the question 
was resolved by statutory change. 

A 1945 amendment to the West 


Presented at the Nursing Institute of the 
Association of Western Hospitals. 


Virginia Code’ provides that a 
nurse can give anesthesia “in the 
presence and under the super- 
vision” of a physician. This is 
specific legislation, which can be- 
come restrictive legislation. For it 
is a legal concept that where 
specific powers are enumerated, 
the powers not mentioned are 
deemed denied. 

Marcus L. Plant, professor of law, 
University of Michigan Law School, 
wrote:* “It is common practice for 
legislatures to prescribe rules for 
human conduct in broad terms. It 
would be disastrous to proceed 
otherwise; nothing could be more 
harmful than to set up a rigid 
structure of boundaries, a sort of 
legal straight-jacket, in a constant- 
ly developing field such as nursing.” 
The concepts involved should be 
able to change and grow as the 
principles of nursing change and 
grow. 

In other words, we must look to 
courts to use sound judgment in 
interpreting nursing laws in the 
light of the constant developments. 
Courts can do this if the nursing 
profession, their representatives, 
and their official publications make 
themselves known and_ interpret 
these changes to the courts. 

This, perhaps, has more meaning 
when we look at a Washington 
case. In Kemalyan v. Henderson.’ 2 
suit for damages’ was. brought 
against a surgeon and a hospital for 
injuries suffered by the plaintiff 
when a nurse-anesthetist was giving 
“general anesthesia” preparatory to 


'Chalmers-Francis v. Nelson, 6 Cal. 2d 
402. 

*Section 2924. 

"Hospitals, J.A.H.A. Sept. 1953. 

‘Kemalyan v. Henderson, 277 Pac. 2d 72 
(Wash. 1954). 
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WHY RISK DELAYED RECOVERY 
FROM 


HOSPITAL STAPH 


INFECTIONS ? 


“Hospital staphylococcus,” a frequent cause of antibiotic-resistant sep- 
ticemia, enteritis and other serious infections, is most often sensitive to 
CATHOMYCIN (novobiocin). For the patient with an infection resistant 
to routine antibiotic therapy, CATHOMYCIN constitutes the first line of 
defense—it has an established record* of effectiveness. 

CATHOMYCIN may be administered alone or in combination with other 
antibiotics in full dosage. In combination, it affords protection against 
the emergence of resistant strains. 

Rapidly absorbed, CATHOMYCIN quickly produces high, therapeutic 
blood levels which are maintained for 12 hours or longer. It is gen- 
erally well tolerated and does not destroy beneficial intestinal flora. 
There is no evidence of cross-resistance with other antibiotics. 


CATHOMYCIN 


for staphylococcic septicemia, enteritis, postoperative wound infections and other NOVOB IOCIN 
serious staph infections. 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or CATHOMYCIN Calcium 
Syrup 4 teaspoonfuls b.i.d. Children: (up to 12 years) 2 to 8 teaspoonfuls daily in 
divided doses based on 10 mg. CATHOMYCIN per Ib. of body weight per day. 
SUPPLIED: Capsules sodium novobiocin, each containing the equivalent of 250 mg. 
of novobiocin—vials of 16 and 100—and as an orange-flavored syrup (aqueous 
suspension), in bottles of 60 cc. and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup 
contains 125 mg. (2.5%) novobiocin, as calcium novobiocin. 
*Complete bibliography available on request. 


Qo) MERCK SHARP & DOHME bivision of MERCK & CO., INc., Philadelphia 1, Pa. 
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a tonsillectomy. The only order was 
for a general anesthesia. At the trial 
the surgeon testified that the “nurse 
knew more about anesthesia” than 
he did; that she was not acting un- 
der his direction or supervision. The 
surgeon was exonerated. Was the 
Court holding that a_ registered 
nurse may give anesthesia without 
direction, or supervision, or even 
specific order from a_ physician? 
Legal principles of agency which 
produces liability seem to have 
been confused with principles of 
professional practice. 

Anesthesia was a 1936 problem. 
Recently, the legal right of a reg- 
istered nurse to give intravenous 
fluids has been the controverted 
question. 

To meet this question, and prob- 
ably others, Michigan, and New 
York amended their Nursing Prac- 
tice Acts. Medical Practice Acts 
were not involved, I believe. Michi- 
gan defines professional nursing as 
including the “execution of treat- 
ments and medications as pre- 
scribed by a licensed physician.” 
The Attorney General for Michigan 
stated he believed the above amend- 
ment gave registered nurses the 
legal right to give intravenous 
fluids. 


Assuming that Michigan has a 
good definition of professional nurs- 
ing, will Michigan no longer need 
courts to interpret the law in rela- 
tion to changing patterns? Under 
the definition, may a nurse do 
suturing? Will the answer be the 
same ten years from now? 

The State of Washington amended 
its Nursing Practice Act in 1955 to 
provide that a _ registered nurse 
could “administer prescribed drugs, 
injections, inoculations, tests, or 
treatment whether or not piercing 
of tissues is involved, if she does so 
at or under the general direction of 
a licensed practitioner of medicine 
and surgery, osteopathy, or osteop- 
athy and surgery (within the scope 
of his license).” — 

In California, both the Nursing 
Practice Act and the Medical Prac- 
tice Act had to be considered. In 
California we have been very aware 
of the Chalmers-Francis case. There 
the only question was whether or 
not a physician could delegate to 
registered nurses the responsibility 
of administering general anesthesia. 
Using the principles established in 
that case, the groups concerned de- 
cided to meet. We wanted to de- 
termine if the professions concerned 





could agree that the criteria estab- 
lished by the Chalmers-Fr:ncis 
case existed in the area of adminis- 
tration of intravenous fluids. It was 
the concensus that the criteris did 
exist. The California Medical As- 
sociation, the California Ho:oital 
Association, the California “tate 
Nurses’ Association, and the ali- 
fornia League for Nursing issued a 
Joint Statement to that effect. The 
statement reads: 


“The California Medical !'rac- 
tice Act grants to licensed pi:ysi- 
cians and surgeons the legal «ight 
to “sever or penetrate the tissues 
of human beings . . . in the treat- 
ment of ... physical or mental 
conditions ... 

“Because of the law and its 
interpretations, there have been 
years of inconclusive discussion as 
to a nurse’s legal right to start 
and administer fluids intrave- 
nously. 

“In evaluating the factors to be 
considered in any definitive state- 
ment upon the question, the gen- 
eral criteria stated by the Cali- 
fornia Supreme Court when it 
considered the legality of another 
nursing function in the case of 
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Chalmers-Francis v. Nelson have 
been used as a guide. 

“Intravenous administration of 
fluids’ is accepted as meaning: 
the introduction of fluids into a 
vein. 

“It is recognized that under con- 
trolled conditions in many parts 
of the State qualified nurses have 
been administering fluids intra- 
venously. 

“With the objective of protect- 
ing the patient, the doctor, the 
nurse, and the hospital, the Cali- 
fornia Medical Association, the 
California Hospital Association, 
the California State Nurses’ As- 
sociation, and the California 
League for Nursing acknowledge 
their acceptance of the legal right 
ot nurses to start and administer 
fluids intravenously if all the fol- 
lewing conditions exist: 

1. The nurse has had special 
competent teaching in the tech- 
nique; and 

2. The nurse performs the tech- 
nique upon the order of a licensed 
doctor of medicine; and 

3. The order is for a specific 
patient; and 

4. Where the technique is to be 
performed in a hospital or any 


other organized agency, the pro- 
cedure be performed within the 
framework of designated prepara- 
tion and practice of the nurse es- 
tablished for the hospital or agen- 
cy by a committee composed of 
representatives from the medical 
staff, the department of nursing, 
and the administration; this 
framework of preparation and 
practice to be reproduced in writ- 
ing and made available to the 
total medical and nursing staffs. 

5. It is the jurisdiction of that 
committee in a hospital or organ- 
ized agency to: 

(a) decide if the nurses in the 
hospital or agency may perform 
the technique. 

(b) determine the special 
teaching to be required. 

(c) establish in-service teach- 
ing of the technique for any 
nurses who may not have had 
adequate previous instruction. 

(d) delineate the types of fluids 
or medications that nurses may 
administer intravenously. 

(e) determine whether physi- 
cians’ orders should be written or 
oral (such determination to be 
consistent with the hospital’s or 


agency’s rules regarding written 

confirmation of oral orders.) 

“It is recognized that the final 
decision in any interpretation of a 
law is the jurisdiction of our 
courts. 

“However, since the factors up- 
on which this accord is based and 
the terms of agreement, in gen- 
eral, meet the criteria of the Cal- 
ifornia Supreme Court decision, 
this statement is presented as a 
workable answer relative to the 
right of a nurse in California to 
start and to administer fluids in- 
travenously.” 

May a court be called upon to 
make a decision in the matter? 

The Board of Medical Examiners 
brings charges for violation of the 
Medical Practice Act. It is the belief 
of all parties to the Joint Statement 
that: 

(a) The Board of Medical Ex- 
aminers would respect the Joint 
Statement and not bring charges 
against any nurse who gives intra- 
venous fluids within the limits of 
the criteria set forth in the Joint 
Statement. 

(b) Should the Board of Medical 
Examiners, for some reason not now 
forseen, bring charges against such 
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a nurse, we believe the court would 
accept the Joint Statement as proof 
of the fact, that the giving of intra- 
venous fluids by that registered 
nurse was legal. 


a__irregistered 
nurse executes any treatment 
or gives any medication pre- 
scribed by a licensed physi- 


“Whenever 


cian, the nurse may not be 
deemed or held to be practic- 
ing in violation of the Medical 
Practice Act.” 3 





It is hoped that by a concert of 
action, professional nursing may 
develop without constant resort to 
the Legislature. There is a calcu- 
lated risk; a new approach to any- 
thing includes a risk. 

What would be the position of the 
malpractice insurance carriers? If 
a civil suit for damages was filed, 
alleging that the nurse injured the 
patient in administering fluids in- 
travenously, would the insurance 
company claim they did not cover 
the risk because they believed that 
the nurse was violating a criminal 
law? 

The signers of the Joint State- 
ment considered that point. The 
insurance carriers of the Califor- 
nia State Nurses’ Association mal- 
practice insurance will not raise 
that “defense”. We believe no in- 
surance carrier will or, if it does, 
could get away with that defense. 

Should a legislative amendment 
eventually be deemed advisable, 
here or elsewhere, the following 
law might be effective. 


— 


Hospital Administration Yale University 


From left to right, sitting: John F. O’Connor; Ellwyne D. Spiker; Albert W. 
Snoke, M.D., director Grace-New Haven Hospital; George S. Buis, director, 
Program of Hospital Administration; John D. Thompson, research associate; 
Standing: Kenneth J. Williams, M.D.; Hugh J. Maher; Oscar W. Avant; 
John T. Foster; Lee J. Podolin; Lelo LeLarrea, M.D.; Hugo Saenz, M.D. 











JOSIAH MACY, JR. FOUNDATION | 


Announces two new books 
ADMINISTRATIVE MEDICINE 


Transactions of the Fifth and Final Conference 


Edited by George S. Stevenson 
National and International Consultant 
National Association for Mental Health 


The discussions at this conference centered around 
mental health elements in administration of general 
health programs, the administrative role in manage- 
ment of a mental hospital, and coordination of local 
resources: techniques and devices for communication 
and cross-fertilization. 

$3.75 


GROUP PROCESSES 


Transactions of the Third Conference 


Edited by Bertram Schaffner 
University Seminar on Communications 
Columbia University 
The main topics under discussion in this volume 
are interpersonal influences within the family, inter- 
personal persuasion, further studies on maternal- 
neonate interrelationships, and Chinese Communist 


thought reform. 
$4.00 


JOSIAH MACY, JR. FOUNDATION PUBLICATIONS 
16 WEST 46th STREET, NEW YORK 36, NEW YORK 
Please make checks payable to Josiah Macy, Jr. Foundation 


A catalogue of all transactions in print will be sent upon request 











n° ee ee 
HYDRAULIC PATIENT LIFTER 


SMOOTH 
EFFORTLESS 


OPERATION 


Here’s the finest in its field! Instantly adjustable base passes 
patient through 24” doors — or opens around 34” chairs. Widely 
used for car travel. Full particulars sent promptly. Rocking bed, 
bathroom and stretcher units available. 


TED HOYER and COMPANY, INC. 
Dept. HM, 2222 Minnesota St., Oshkosh, Wisconsin 
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* “We use disposable TUBEX injectables to save 


labor and money all through the hospital.” 


TUBEX injectables save labor, time, and 
money—in a period of rapidly rising hospital 
costs. This is proved in hospital studies.! The 
TUBEX principle definitely increases efficiency 
at many hospital levels. It simplifies account- 
ing procedures. It provides better, simpler con- 
trol of narcotics and inventory. It eliminates 
the injectable work of central sterile supply. 
It abolishes medication preparation. It per- 
mits more efficient use of nurses’ time. And it 
removes a primary source of serum hepatitis. 


TUBEX disposable units supply at least 
75% of the medications required in hos- 
pital injection. 


1. Hunter, J.A., et al.: Hosp. Management 81:82 
(March) 1956, 81:80 (April) 1956, 83:86 (March) 
1957. Reprints are available from your Wyeth Terri- 
tory Manager or write Wyeth, P.O. Box 8299, Phila- 
delphia 1, Pa. © 


| TUBEX 


Philadelphia 1, Pa 


TUBEX... your largest line of 
closed-system medications 
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A summary of the currently avail- 
able options in parenteral injection 
methods and a study of their an- 
nual direct costs. Suggestions for 
evaluation of the several options 
by the individual hospital are pre- 
sented. 





Parenteral injection procedures, 
once limited to reusable glass 
syringes and conventional Luer- 
Lok needles, have become increas- 
ingly complex in recent years. The 
newer options include (1) cartridge 
medications including syringe as- 
sembly and sterile needle, (2) bulk 
packaged disposable needles, (3) 
sterile unit disposable needles, and 
(4) sterile plastic or glass syringe- 
needle combinations. 

A hospital faced with such a 
choice of methods must evaluate 
each carefully in terms of its safety, 
efficiency, and economy. A review 
of the literature indicates that most 
components have been studied, but 
it is to some advantage to view 
them together. A statistical com- 
parison of their direct annual costs 
based on literature values pro- 
duces a new basis for evaluation, 
and a similar method is suggested 
for use by the individual hospital. 


Product Evaluation 


The conventional syringe and 
needle has not failed in its role 
in injection therapy. In certain 
cases such as insulin and tuber- 
culin dosages, there is no satisfac- 
tory substitute for the accurate 
calibration possible with the glass 
syringe. Likewise, no new product 


*Dr. Tinker is Assistant Professor of 
Pharmacy, J. Hillis Miller Health Center, 
College of Pharmacy, University of Florida, 
Gainesville, Florida. He is also Consultant- 
in-pharmacy to Alachua General Hospital, 
Gainesville, Florida. 

*Mr. Hill, formerly Staff Pharmacist at 
Alachua General Hospital, is presently a 
Fellow of the American Foundation for 
Pharmaceutical Education at the College of 
Pharmacy, J. Hillis Miller Health Center, 
University of Florida, Gainesville, Florida. 
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Injection Techniques. 
and Their Estimated Cost 


. 


by R. B. Tinker, Ph. D.’ and R. A. Hill, M. S.° 


has been offered for the many 
special needles required in modern 
medicine. 

However, practices involved in 
general hypodermic and _intra- 
muscular injections utilizing 2, 5, 
and 10 ml. syringes and needles 
from 25 through 18 gauge have not 
always been perfect. The newer 
options are offered as an answer to 
the common problems of sterility, 
accuracy of dosage, needle trauma, 
cross sensitization, and increasing 
labor and material costs. 


Option 1: The Cartridge Concept 


The cartridge concept was the 
first of the new innovations to at- 
tract a strong following. Schraub,’ 
in 1955, reported advantages that 
included reduction of syringe break- 
age costs, elimination of waste en- 
countered in multiple dose with- 
drawals, better inventory control, 
and excellent staff acceptability. 
Bogash and Pisanelli*’ provided cost 
figures determined from time stud- 
ies and certain tangible factors. 
They found injections of procaine 
penicillin G, aqueous, to be $0.05 
higher per dose using the dispos- 
able units in place of multiple dose 
vials and standard syringes and 
needles. It was noted, however, 
that if a dollar and cents value 
could be placed on certain in- 
tangibles, the extra costs of the 
cartridge type syringe would prob- 
ably vanish altogether. 

More recently, Hunter*® concluded 
a detailed study involving costs in- 
curred by nursing service, central 
sterile supply, pharmacy, purchas- 
ing, and accounting in the use of 
both standard techniques and single 
dose disposable injection methods. 


Again, cartridge therapy showed a 
higher cost ranging from $0.053 to 
$0.064 per injection (3). The advan- 
tages of closed-system therapy 
listed as offsetting this increase 
were elimination of hidden costs, 
assured asepsis, precision dosage, 
new needle for each injection min- 
imizing pain, reduced risk of infec- 
tious hepatitis and contact sensitiza- 
tion, simplified handling and control, 
and making nursing time available 
for other important patient care 
duties. 


The acceptability of the single 
dose unit has, nevertheless, been 
limited by two factors: first, the 
actual invoice cost is much higher 
than the reported increases and, 
second, the range of dosage forms 
available is not sufficient for broad 
use in general hospitals. With an 
increase in the number of items 
and a decrease in cost, this meth- 
od may prove more attractive to 
individual hospitals whose budget 
will allow for a greatly increased 
inventory in the pharmacy depart- 
ment. 


Option 2: Bulk-Packaged Disposab!= 
Hypodermic Needles 


Disposable hypodermic  needl« 
were first introduced to hospita! 
in early 1954, and attained wid 
acceptance.* This unit was offere: 
primarily as an answer to the con 
tinual problems of sharpness an 
sterility at a price which was eco 
nomically feasible. A new point a 
each use afforded a measure of pro- 
tection against. trauma and im- 
mediate disposal eliminated costly 
and inefficient cleansing and re- 
sharpening procedures. 

“A Case for Disposable Hypo- 
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dermic Needles,” presented in 1956, 
indicated that the use of the item 
produced an _ economic saving.’ 
Further studies at the same in- 
stitution’ covering a longer period 
showed these savings to be very 
small. It was likewise stressed that 
variations among hospital costs 
could easily have swung; the balance 
the other way, yet still hold it 
within reasonable limits. 

[he second survey, however, re- 
vealed the potential economy to be 
ottained in standarclization on a 
relatively few types of bevels and 
nocdle gauges and lengths. Prior 
to the introduction of the disposable 
needle, 17 different gauges and 
leigths of conventional needles 
wre being used for general paren- 
teal administration. This number 
ws considered, to be excessive and 
there were only few scattered com- 
pliints when the number of gauges 
ard lengths was reduced to 7 sizes 
o! disposable hypodermic needles. 
Ii was found that 87 percent of the 


general hypodermic and _intra- 
muscular injections were given 
with one of four gauges and 


lengths: 20x1”, 21x14”, 23x1”, and 
25x58", the balance being provided 
by the use of 21x1’”, 18x1”, and 
18x114” needles.’ An intangible sav- 
ing was thus obtained through re- 
duction of inventory and_ storage 
space. 

The disposable needle now being 
used in the majority of hospitals 
has the disadvantage of being a 
bulk-packaged product and _ thus 
requiring handling in the central 
sterile areas. Although pharmaceu- 
tical manufacturers have found the 
needles to be of such cleanliness 
that no further processing is re- 
quired, most hospitals include an 
ether or a distilled water rinse be- 
fore steam or dry heat sterilization.’ 
One needle manufacturer, however, 
has proposed a bulk sterile package 
which allows for aseptic transfer 
to constriction tubes or complete 
utilization in mass inoculation rou- 
tines.’ 

Another complaint concerning 
many disposable needles is that 
they will not operate conveniently 
on a Luer-Lok syringe and are 
susceptible to “pop-off” accidents. 
Investigation of the “pop-off” acci- 
dents at our institution showed 
such occurrences to occur when the 
syringe tip was worn. It was fur- 
ther shown that a_ conventional 
needle showed leakage around the 
syringe tip although “pop-off” did 
not occur because of the Luer-Lok 
assembly. 
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A COLUMN DEVOTED TO THE LATEST 


WATER PURIFICATION 


IN THE HOSPITAL 


DEVELOPMENTS 





Your Water STILL 


How much distilled water should your 
still produce .. . 5, 10, 15, 20, 30 or 50 
gallons per hour? Consider what is needed 
for hospital expansion plus what is re- 
quired for new central supply techniques. 
Larger still capacity now will save you 
money later. Barnstead builds all sizes: 
gas and electrically heated stills up to 10 
g.p.h. . . . steam-heated stills up to 1000 
g.p.h, Mayo Clinic in Rochester uses a 
Barnstead 50 g.p.h. steam-heated still, 
while the University of Michigan Hospital 
uses 75 and 100 g.p.h. Barnstead Stills. 





Keeping DIstiuep ! 
WATER PURE 


Airborne contamination is pure water's 
greatest enemy. Freshly distilled water is 
like a vacuum, attracting not only acid 
and alkali gases; but dust, bacteria, and 
sub-micron particles of all kinds. The new 
“Ventgard,” now on all Barnstead hospi- 
tal-type distilled water storage tanks, is an 
air purifying device which removes these 
impurities from the air before air can 
contact the stored distilled water. The 
“Ventgard” can easily be installed in the 
field on existing tanks. 





()PERATING AND 
MAINTENANCE HINTS 


Every Barnstead Still has matching op- 
erating and maintenance instructions. If 
your maintenance department does not 
have these instructions, drop us a letter 
including the serial number of your still 





which is located on the nameplate. In- 
structions will be sent immediately. 


FIELD REePORTS 


How well a Barnstead Still removes pyro- 
gens was demonstrated once again in a 
recent pyrogen test by Foster D. Snell 
Laboratories. A test solution was made up 
with pyrogen content far higher than 
would ordinarily be encountered. After 
passing through a single distillation by a 
type “Q” Barnstead Still, there was no 
trace of pyrogenic reactions in the stand- 
ard rabbit test prescribed by U.S.P. 


Wout You BELIEVE 


Glass is more susceptible to the corrosive 
effects of distilled water than is tin. In a 
recent experiment 1,000 ml. of distilled 
water were evaporated down to 100 ml. 
The silica content rose from zero parts 
per million to ten parts per million. Sim- 
ilar test with tin container showed no in- 
crease in tin or other impurities, Most 
manufacturers of glass-lined tanks do not 
recommend the use of their equipment 
with distilled water where silica contami- 
nation is a factor. 


New Propucts 


“The Still You Never Need to Clean” is 
now a reality. The Barnstead Condensate 
Feedback Purifier in addition produces 
extremely pure distilled water. This unit 
provides for the condensation of boiler 
steam which is then passed through a de- 





mineralizer, through a carbon filtration 
unit and then is introduced into the evap- 
orator of the still. Final distillation re- 
moves traces of bacteria, organic matter, 
etc. Write for Bulletin #145 to: Barnstead 
Still & Sterilizer Co,, 25 Lanesville Ter- 
face, Boston 31, Mass. 
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Option 3: Sterile Unit Disposable 
Needles 


Newer disposable needle units are 
now being marketed to combat 
known inadequacies. Sterile needles 
enclosed in polyethylene cartridges 
or paper and plastic wraps are gen- 
erally available at slightly higher 
cost than the bulk units. However, 
since processing and _ packaging 
have been shown to require con- 
siderable time,* this expense may be 
covered by a substantial reduction 
in the ultimate labor costs. 

The latest sterile units of one 
manufacturer incorporates a plexi- 
glass hub which features Luer-Lok 
ridges, thus eliminating the “pop- 
off” problem. Packaged in a poly- 
ethylene cartridge and shipped to 
the user in a sterile, pyrogen-free 
condition, it provides a means of 
needle attachment to the syringe, 
medication withdrawal from the 
ampul, administration to the pa- 
tient, and subsequent disposal with- 
out the necessity of having the 
hands of the technician or nurse 
come in contact with the needle. 
All the advantages claimed for dis- 
posable needles are met in this 
product while providing a unit that 
may be utilized in all departments 
of the hospital, regardless of tech- 
nique or control desired.” 

Other manufacturers are like- 
wise improving the basic design 
with heavy emphasis on _ plastic 
components. Plastics not only serve 
to reduce costs, but provide a 
positive guarantee against reuse. 
Since ethylene oxide sterilization 
is necessary to prevent decomposi- 
tion of the plastic material, few 
hospitals are in a position to re- 
process these needles. 

Skolaut and Briner” have listed 
the properties of the ideal dis- 
posable needle and syringe as be- 
ing “fabricated and packaged as 
to offer a sterile unit ready for 
use without further processing, at 
a reasonable cost to the user, and 
of a composition which would make 
impossible the reuse of the unit.” 
The sterile unit disposable needles 
meet this challenge. 


Option 4: Sterile Disposable 
Syringe and Needle Combinations 


The latest addition to parenteral 
techniques is the sterile disposable 
syringe-needle combination. The 
syringe is either glass or plastic and 
the needle permanently attached. 
Disposability is assured because the 
very design will not permit surgical 
cleanliness to be attained after use. 
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Table |. Average Invoice Cost Per Injection 








Item 


"heat par 
Injection 





“Sin "SIG Ea | eae a 
pypeege; ens ne 


Syringe, Glass, 10 mi.6 ON Rete ere eee dt oe 


Syringe, Processing, Raw Materials® . 
Needle, Conventional Reusable® _ 
Needle, Bulk-Packaged Disposable* _. 
Needle, Sterile Unit Packaged Disposable* 
Syringe-Needle Combination* 

2 ml. Disposable Sterile Unit 

5 ml. Disposable Sterile Unit _. 

10 ml. Disposable Sterile Unit 


$ 0.0209 
0.0341 
0.0364 
0.0039 
0.0072 
0.03725 
0.0500 


0.1350 
0.1800 
0.2000 








*These figures are based on the best quantity prices of Roehr Products Company, Inc., De- 
Land, Florida and Disposable Medical Supply Co., Los Alamos, New Mexico. 


Table 2. Estimated Costs For 100,000 Injections* 








Needle 


Needle 





Combination 


aw 
Material Replacement 


Material 
Raw Replacement 





Standard Glass 
Syringe and 
Reusable Needle 


Standard Glass 
Syringe and 
Bu'k-Packaged 
Disrosable Needle 


Standard Glass 
Syringe and 
Sterile Unit 
Disposable Needle 


$ 170.00 


70.00 


Sterile Disposable 
Syringe-Needle 
Combination 


$ 720.00 


3,725.00 


5,000.00 





This syringe-needle combination 
is now being heavily promoted and 
given extensive trial by hospitals. 
Regrettably, the cost studies fur- 
nished by manufacturers are highly 
misleading with regard to total cash 
outlay required by the _ hospital. 
Some institutions have discontinued 
the unit after finding this sum to 
be excessive. 

An additional fear, though nearly 
groundless, has arisen due to pack- 
age warnings against use with in- 
jectables which will react with or 
be affected by plastic materials. 
Most pharmacists are not in a po- 
sition to give a well informed 
opinion on any given product and 
there is no current literature that 
would serve as a guide. A report 
at the Parenteral Drug Associa- 
tion Convention in November, 1957, 
however, stated that only one prod- 
uct, containing diethylcarbonate as 
a solvent, reacted with a particular 
polystyrene used by a leading dis- 
posable needle manufacturer.” Since 
no major complaints have been re- 
ceived in connection with other 
plastics employed in _ parenteral 
therapy, the possibility of reaction 
seems remote, This doubt, however, 


$ 390.00 $ 2,570.00 $ 3,850.00 


390.C0 2,570.00 6,755.00 


390.00 2,570.00 7,960.00 


15,400.00 15,400.00 


should be removed as continuing 
research by the manufacturers is 
reported upon. 

A final disadvantage of dis- 
posable syringe-needle combina- 
tions lies in the size limitations—2, 
5, and 10 ml. Since a hospital must 
retain its insulin, tuberculin’ and 
control syringes, the equipment and 
personnel qualified to reprocess 
these instruments must also be re- 
tained and utilized. The labor sav- 
ings is therefore not as great as 
one might anticipate. Likewise, the 
quantity purchases required to ob- 
tain favorable discounts impose a 
heavy storage problem on already 
crowded central supply areas. 

The needle and syringe combina- 
tion will require further study be- 
fore its value may be accurately 
determined. The unit offers hos- 
pitals a suitable sterile technique 
for a segment of their injectabl« 
therapy, but the cost may prove to 
be excessive. 


Economic Evaluation 


In the discussion of individual 
options reference was made to un- 
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reliable cost studies furnished in 
advertising media. Not only are 
these estimates often misleading but, 
as Skolaut and Briner pointed out 
in a recent survey, cost analyses 
appearing in the literature are 
often equally unreliable. The pri- 
mary difficulty lies in attempting 
to generalize on a sample drawn 
from a single institution.’° 

The pharmacist or purchasing 
agent who blindly follows such re- 
ports will soon find himself in dif- 
ficulty, since no matter what val- 
ues are placed on time savings and 
other more intangible factors, the 
ultimate direct cost to the institu- 
tion must be recognized. 

Direct costs involve the invoice 
charges for syringes, needles and 
processing materials regardless of 
their type. While various claims 
for time savings must be recognized, 
it is a valid contention that we are 
rapidly approaching the saturation 
point in personnel replacement 
through use of disposable products. 
No department in the hospital may 
be operated below certain minimum 
personnel levels and seconds saved 
at one task are not necessarily ap- 
plied to another. Large hospitals 
may take advantage of time savings, 
but few institutions below 250 beds 
will effect personnel reduction upon 
introducing a new disposable item. 
Unfortunately, an attempt to make 
such an evaluation encounters the 
necessity of estimating certain fac- 
tors or utilizing existing literature 
values. The limitations of each must 
be recognized and the final result 
viewed with the proper doubt. 

The choice of injectable therapy 
options, however, must involve fi- 
nancial considerations. The follow- 
ing estimation of direct costs 
utilizing conventional needles and 
syringes, disposable needles, and 
disposable syringe-needle combina- 
tions, is presented with these limit- 
ations in mind. This tabulation can 
serve only as a basic guide to fur- 
ther evaluation by the individual 
hospital in a manner outlined in a 
later section. Cartridge unit medi- 
cation is not included in this re- 
sume since the cost of medication 
complicates the picture. 

A recent cost study of literature 
values for the cost of utilizing con- 
ventional needles and syringes cov- 
ering seven hospitals gives a sta- 
tistical average of some validity.’ 

These values are recorded in 
Table 1 in conjunction with manu- 
facturers quotations for maximum 
quantity purchases of bulk and 
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Table 3. Estimated Direct Cost Per Injection 








Combination Increase over 


Conventional 


Average Cost Per Injection 
(2, 5 and 10 ml. Combined) 


$ 0.03850 





Standard Glass Syringe and Reusable Needle 

Standard Glass Syringe and Bulk-Packaged 
Disposable Needle 

Standard Glass Syringe and Sterile Unit 
Disposable Needle 

Sterile Disposable Syringe-Needle Combination 


$ 0.06755 $ 0.02905 


$ 0.07960 
$ 0.15400 


$ 0.04110 
$ 0.11550 








Table 4. Sample Direct Cost Estimate For Institutional Use 











Item: (2 ml. syringe) 





. Total of purchases this item 1957 $ 

. Total patient days 1957 

. Replacement Cost per Patient Day 
(Divide | by 2) 

. Materials Cost per Patient Day* 

. Cost of Item per Patient Day 
(Add 3 and 4) 

. Usage during January 1958 

. Total Patient Days January 1958 

. Usage Rate per Patient Day 
(Divide 6 by 7) 

. Cost of Item per Injection 
(Divide 5 by 8) 


. Cost of Needle per Injection* 









































. Total Cost of Item and Needle per Injection 
(Add 9 and 10) 


*Obtained from separate analysis of similar nature. 


Efficacy of Antihemophilic Plasma in controlling 

the postoperative oozing that often occurs when 

When patients have been massively transfused with 
banked blood has been reported by Howland.* He 

describes routine use of this specially processed 

plasma when oozing persists after closure of 

the wound. Fibrinolysis, he found, “usually 

responds dramatically” to its administration. 

Why this hemostatic efficiency? Because 

Antihemophilic Plasma is fresh plasma that 


has been rapidly processed to 


retain the labile clotting fac- 

tors which are rapidly lost in 

banked blood. Hyland Anti- 

| @ hemophilicPlasma (Irradiated, 


Dried) requires no grouping, typing or crossmatching. Just reconstitute with 
accompanying diluent and it is ready to administer. Five-year dating. Available 
in 3 sizes: 50 cc. with built-in filter for syringe administration; 100 cc. and 


250 cc., each with administration set. 
®Howland, W. S.: Cardiovascular and Clotting Dis- 
turbances during Massive Blood Replacement, 
Anesthesiology 19 (2): 140-  @® = sg, a Ds 
Hyland Laboratories, 


4501 Colorado Blvd., Los Angeles 39, & ! 160 Lockwood Ave., Yonkers, N.Y. 
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portunity for both formal and in- 
formal development in human re- 
lations will always remain signifi- 
cant for supervisors. 


Technical Skills 


Moving on to the third group of 
skills we find Katz’ category of 
technical skills. These skills, which 
are our working tools, are specific. 
They involve knowledge of specific 
departmental operations—the job 
itself or the reports, accounts, audits 
and the like. We might include, too, 
such things as budgets but if the 
latter is not carefully related to 
conceptual and human relations 
skills, it will fail to hold the sig- 
nificance that it should. Another 
technical skill, which is presently 
receiving attention is methods im- 
provement. It also can only be of 
full value when related to the other 
skills. The application of industrial 
engineering principles was, in part, 
the basis of the Harper Hospital 
Study,’ and a more recently pub- 
lished study from the University of 
Pittsburgh.? It is currently being 





The WIFE 
You Save May 
Be Your Own! 


You don’t clean your floors 
with muscle! Why should 
your wife? Give her a GEN- 
ERAL Twin-12A, the versatile 
home electric FLOOR POL- 
ISHER-CLEANER-SCRUBBER. 
(You'll be able to let it polish 
your car!) It does everything 
—effortlessly, quickly! 
Engineered the same quality 
way as the GENERAL Heavy 
Duty Floor Maintenance Ma- 
chines you use... to keep 
floors and rugs beautiful! 


General 


Twin-12A 


General Floorcraft, Inc. 
421 Hudson St., New York 14 


{ ) Um interested in a Twin-12A. 
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S 
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Se 





Administrator Adams 











Ah-Ha! Just as I thought! They are 
loafing again! 


carried on here and elsewhere in 
the country. 

In view of continuing shortages 
of personnel and rising costs of 
hospital services, patients and em- 
ployes alike can gain from improve- 
ments which save time, avoid dupli- 
cation, eliminate unnecessary steps, 
and improve the whole flow of 
work. Since the effectiveness of 
methods improvement depends on 
supervisory and worker participa- 
tion and understanding, knowledge 
of and participation in this area 
become important factors in the su- 
pervisory development. 

This discussion has related the 
areas which supervisory develop- 
ment programs may explore and a 
little bit of how, but very little 
about why supervisors might be 
interested in development programs. 
Without this interest on the part of 
the majority, little or nothing can 
be done in a formal way. There 
are, of course, the conventional in- 
dividual goals which apply to most 
individuals, like greater security in 
the job, opportunities for advance- 
ment and the satisfactions which 
come from a job well done. 


Motivations 


There exists a motivation which 
some industrial phychologists have 
been surprised to find so strong 
at all levels of the hospital organ- 
ization, a real interest in patient 
care, even in those departments in 
which the sharing is quite indirect. 
Industry works hard to get em- 


*Wright, Marion J. The Improvement of 
Patient Care, G. P. Putnam's Sons, New 
York, 1954. 

*George Frances L., and Kuehn, Ruth P. 
Patterns of Patient Care, MacMillan Co., 
1955. 
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ployees to identify with company 
aims but not always successfully. 
Hospital supervisors share this pa- 
tient interest with employees and, 
where this interest is encouraged, 
the improvement of patient care 
becomes a significant goal. 

There are supervisory intercsts 
in learning easier solutions of duily 
problems, more satisfactory rcia- 
tions with other departments, «ad- 
ministration and staff; but uniess 
the dollar sign is frankly sub- 
stituted for the ideal there ex.sts 
no other real motivating factor tiian 
patient care which can cross the 
whole organization from housekeep- 
ing to nursing, from medical staff 
to board and from individual work- 
er to supervisor and administra‘or. 

The hospital is a conglomeration 
of many professions and skills and 
the forces tending to keep it dis- 
organized can only be met by some 
concentration on a common goal. 
This goal of patient care then be- 
comes one of the best potential mo- 
tivations for supervisory, worker 
and administrative development. 
The hospital where this goal is 
given only lip service or, worse 
yet treated cynically, should no 
more be accredited than if it did 
not keep records. 

If there are these motivations 
which appear to exist and we can 
define areas for attack, either on 
the basis of Katz’ three-part out- 
line, or some other which is ac- 
ceptable, there is real opportunity 
for supervisory development both 
individually and through group ac- 
tivity. The how of development will 
require individual determinations 
as to the approach. It is important 
to note, however, that while the 
management skills may be sep- 
arated for analysis and study as 
Katz has done with his three cate- 
gories, in actual day-by-day su- 
pervison and administration they 
usually overlap. 

This is one reason that the use 
of actual cases for discussion has 
been accepted in many industrial 
training programs. But an effective 
program will call for many meth- 
ods. Audio-visual and lecture have 
their place as supplementary aids, 
but it is my opinion that only 
broad and intensive participation on 
a discussion basis can do much in 
development programs above (he 
technical level. Even the must 
routine technical presentation pr: [- 
its from discussion. 


Programs in Practice 


Good supervisory development 
programs have proven their worth 
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in actual practice and this success 
has been noted by a number of 
hospital administrators. J. Milo An- 
derson, administrator of Strong 
Memorial Hospital, Rochester, New 
York, has written: “Many prob- 
lems in hospital administration can 
be traced to poor human relations 
which, in turn, result from weak- 
ness in supervision. Hospital su- 
pervisors are well educated and 
highly trained but often they have 
had little training in the art and 
skilis of management.” Mr. Ander- 
son described the results of a su- 
pervisory training program after it 
had operated only six months. In 
summary they were: 


1. The supervisors learned to work 
better with each other. Members 
of the group developed a_ better 
understanding of the problems of 
others and were interested in help- 
ing to solve them. 


2. Ketter communication. When a 
new problem was discussed or a 
new procedure established, the key 
people representing key depart- 
ments understood them thoroughly 
and, therefore, interpreted them 
better to others. 


3. Members of the group could now 
identify and correct the cause 
rather than the symptom of a diffi- 
culty and its source. 


4. A new awareness that the most 
simple procedure change in one de- 
partment could affect almost every 
other department. 


5. Development of tolerance. The 
members of the group learned why 
a given situation was lacking of a 
perfect solution. 


6. Sharing experiences. The par- 
ticipants learned of new ways to 
deal with their own department 
problems. 


Another administrator, Carl Lam- 
ley," has reported benefits very sim- 
ilar to those stated above and, in 
addition, stated that he found far 
fewer demands on the administrator 
for answers to policy questions. He 
found that he had developed a 
number of assistants, the depart- 
ment heads and supervisors, all of 
them expressing better the philos- 
ophy desired in the hospital. 


“Anderson, J. Milo. Training of Super- 
visors by Conference, HOSPITALS, 23:56, 
June, 1949, 

‘Lamley, C. C. Supervisor Indoctrination 
for Time-Saving Administration, HOSPI- 
TALS, 23:59, July, 1949. 

*A. J. Carlson, M.D. Science Versus Life, 
JAMA. April 16, 1955, 157:16, p. 1440. 
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Educational and training pro- 
grams can profit from some ex- 
perienced guidance but their proper 
development, certainly in any man- 
agement or supervisory group, can 
occur only through full participa- 
tion by those immediately con- 
cerned in learning. The assump- 
tion that being taught and learning 
are the same comes in for some 
shocks once exams are out of the 
way. This could hardly be better 
stated than with a short excerpt 
from an article by Anton J. Carlson, 
a noted physiologist and a fine 
teacher. 

“Our prevailing education, start- 
ing in the home and in the church, 
in the grade school and the high 
school, and extending into the col- 
lege, is too much education by 
dictation. It is indoctrination rather 
than education by understanding 
the why and wherefore through ex- 
perimentation and controlled ob- 
servation. This applies to countries 
other than our own. There are 
those in our own country who in- 
sist all along the line on education 
by more and more dictation and 
indoctrination. Merely the memory 
of and the ability to repeat a 
heterogeneous number of facts, or 
even coordinated facts discovered 
and interpreted by science, is not 
education in the method of science. 
We can teach a parrot to talk Latin 
and repeat a syllogism, but that 
Latin-speaking bird is still a par- 
rot.” * 
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with the hospital, and will base 
their opinion of the hospital on the 
opinions of those they know and re- 
spect. The volunteer occupies a 
position behind the scenes in the 
hospital and can serve as an in- 
formed interpreter of the hospital’s 
problems and practices. Here again 
the hospital administrator has no 
way to evaluate the specific con- 
tribution the volunteer program is 
making to the hospital’s public re- 
lations. For this purpose he must 
depend upon one of the basic at- 
tributes of human behavior. 


We know that the individual 
praises and defends those things 
with which she identifies herself. 
We also know that we identify our- 
selves with those things that give us 
the partnership experiences of 
working and sharing. The hospital 
which consciously plans to meet the 
volunteer’s desire for directed and 
meaningful activity will inevitably 
have improved its public relations. & 
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For most in appeal, least in cost, 
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— look to United States Bronze. 
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UNITED ~*~ Free 
STATES a design 
BRONZE service. 
Sign Co., Inc. 


Dept. HM, 101 W. 31st Street, New York 1, N.Y. 


KATOLIGHT 


EMERGENCY POWER PLANT 

Eliminates fear of Power Shut- 

down for Virginia Baptist Hospital 
— 2 Lynchburg, Va. 





KATOLIGHT 
POWER 
PLANTS 

TO 400 KW 
to meet 


every 
hospital 
need! 


Old and new hospitals alike 
are installing more Katolight 
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a power blackout of even short- 
duration you will realize the 
danger to life and property in- 
volved when electrical equip- 
ment ceases to function. Den't 
wait until power failure strikes. 
Be Katolight prepared today. 
Katolight Emergency Power is 
sound assurance all vital 
equipment will continue to op- 
erate without interruption in 
spite of normal power failure. 


WRITE TODAY FOR DETAILS! 


KATOLIGHT corPorarion 


Box 891-86 MANKATO, MINNESOTA 





For more information, use postcard on page 139 121 





Spal Concentrate removes soil fast 
—works chemically as well as me- 
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vue proved so successful that today 
53 Work Classification Units, wholly 
or partially supported by Heart As- 
sociations, are in operation through- 
out the country, most of them in 
hospitals. 

Continuous consulative service 
is offered by local Heart Associa- 
tions to clinics in maintaining and 
raising standards of care. 

To help establish and improve 
such clinics and to aid local Heart 
Associations in certifying them, the 
Heart Association Committee on 
Cardiovascular Clinics has prepared 
a basic guide, “Recommended 
Standards for ‘Cardiovascular 
clinics.” Certification of a clinic by 
a local Heart Association implies 
that the clinic is giving a high level 
of service to cardiacs. 

One could cite many other ex- 
amples of Heart Association-hos- 
pital cooperation. Among them have 
been the establishment and opera- 
tion of community-wide blood ves- 
sel banks through which qualified 
surgeons may obtain grafts with 
which to replace defective segments 
of blood vessels, and “Heart Kitch- 
ens” where homemakers with heart 
disease are instructed in principles 
of work simplification. 


Role in Professional Education 


Of no less importance to hospital 
staffs throughout the country is the 
extensive professional education 
program conducted by the Ameri- 
can Heart Association and _ its 
affiliates. 

This program takes numerous 
forms, such as sponsorship of both 
national and_ statewide scientific 
sessions at which new advances in 
laboratory, clinical and field re- 
search are presented. Hospitals are 
often the scene of clinical con- 
ferences, post-graduate courses, 
special teaching days, and other 
professional gatherings arranged by 
physician members of local Heart 
Associations. The Association’s 
scientific journals and periodicals— 
Circulation, Circulation Research 
and Modern Concepts of Cardio- 
vascular Disease—represent another 
phase of the professional education 
program. Most hospital libraries 
subscribe to these periodicals. 

Occasionally a local Heart Asso- 
ciation will set up a special facility 
in a hosptial for use by its staff. 
An example is the “Heart Listening 
Station” at the Louisville General 
Hospital, which makes available to 
both staff and medical students the 
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recorded lectures on cardiovascular 
subjects and the tape library of 
heart sounds and murmurs, both 
important items in the catalogue 
of materials for professional ecu- 
cation produced by the American 
Heart Association. 

Perhaps the most binding tie he- 
tween American hospitals and the 
American Heart Association is the 
program of research supports to 
which the National Office of the 
Association devotes more than half 
its income. In. addition, affiiliated 
Heart Associations spend approxi- 
mately a third of their income to 
support research. Much of this re- 
search is performed in hospitals or 
universities allied to hospitals. 

In the ten years since the Ameri- 
can Heart Association became a na- 
tional voluntary health agency, ap- 
proximately $31,500,000 has been 
channeled into this search for new 
knowledge. 

The application of this enormous 
sum to research has been made 
possible by the generosity of mil- 
lions of Americans, alert to the 
seriousness of the cardiovascular 
problem and convinced that the 
program of the American Heart As- 
sociation offers the best hope for 
combatting it. 

Diseases of the heart and blood 
vessels take more than 800,000 lives 
each year in the United States— 
more than all other causes of death 
combined. Dedicated “to the reduc- 
tion of premature death and dis- 
ability caused by the many forms 
of heart and blood vessel disease,” 
the American Heart Association is 
proud that it has won the coopera- 
tion of American hospitals in this 
great struggle. With the continued 
cooperation of American hospitals, 
the American Heart Association 
looks forward to the full accom- 
plishment of this goal. a 





= The first requirement of a good 
supervisor is that he have an in- 
born or a built-in desire to want 
to manage. I have seen situations 
in my experience where supecr- 
visors have been named who fun- 
damentally do not want to become 
managers. They like the additional 
salary and the increased sta‘us 
which comes to them, but they ob- 
ject to the accompanying respo- 
sibility and the problems which 
face supervisors in handling pev- 
ple. A training program can often 
help a potential supervisor to de- 
velop proper attitudes toward a 
career in management. s 
—Dr. L. R. Hafstad in Advanc:d 
Management 
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Saves personnel time and trouble — makes 
linen handling a fast, efficient operation! 


Here at last is a truly modern, time- 
saving bag — no ropes, tapes, or ties 
of any kind to fumble with. Result: 
nurses and attendants can now speed 
through linen handling chores effi- 
ciently — spend more time on im- 
portant, productive duties. 


Hartford Self-closing Ropeless Bags 
speed up operations in the laundry 
room, too. Sorters no longer have to 
struggle over stubborn, soggy knots. 
No ropes to cut—no grommets to 
repair. The bag’s full-width opening 
lets linen fall out freely. 





Wherever they’re used, these sturdy 


ropeless, grommetless bags not only — . : lid 

- g slips onto hamper easily. To close bag, nurse simply slides 
ae Oh but hundreds of dollars Full 12-inch fold holds it on hands under flap. Grabs loops 
& year in maintenance costs, a0 rim without ropes or tapes. Can and pulls arms up. Wide flap 
Their self-closing design seals soile be used on back of chair, too. slips over top, sealing linen in. 
linen in— prevents damage, reduces 


cross-infection during transit. For de- Ask your dealer about our FREE HAMPER STAND OFFER! 
tails, ask your dealer or write: 


22 Thomas Street @ East Hartford, Connecticut 


6 ot ee & EA aa ts Cod a 6 Oe @reod eee ot- Bee's 
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From the =z 
Consultant’s Notebook 


by E. M. Bluestone, M.D. 


Brain capacity is more significant 

in hospitals than bed capacity. 
. 

A post-mortem examination can 
serve as a sobering as well as edu- 
cational experience for the hospital 
staff. 


Some people believe destiny shapes 
their ends; others rely on diet. 
a 
Additional beds can be acquired 
for use by the hospital almost with- 
out notice under an extra-mural 

program of service. 





MISS PHOEBE 





“I'd never dare go in that field myself — but then J 
don’t have an Everest & Jennings chair.” 


NO. 24 IN A SERIES 








Everest & Jennings folding wheel chairs don’t 
really behave like magic carpets. Their superb 
maneuverability, lightness and balance just 
make it seem that way. Equally astonishing to the hos- 
pital that buys them is the enduring, maintenance- 
free ruggedness that makes Everest & Jennings 


chairs a bigger bargain every year. 


Specify EVEREST & JENNINGS chairs 


for your hospital 


EVEREST & JENNINGS, INC., 1803 PONTIUS AVE., LOS ANGELES 25, CALIF. 
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The perfect public relations 
officer is the one who knows how 
to control his genius for diverting 
the mind of the reader and selling 
him a product which he may not 
need and cannot afford. He has it 
easier in the hospital than in in- 
dustry. 

e 

There are few things so sad in 
our profession as the position of 
the captive hospital executive who 
for personal reasons (mostly b-+- 
cause he has given hostages to 
fortune) must yield solid ground 
to his board while his very soul 
rebels in protest. 

« 

There is no single cause for any 
hospital difficulty. The same injury, 
for example, does not affect two 
people in exactly the same way. 
For this reason, oversimplification 
of explanations should be avoided. 
Symptomatic treatment of a symp- 
tom of the difficulty is justified tho 
incomplete. Besides, like certain 
kinds of specific medication, it 
may have serious side-effects. The 
trick is to get at the root of the 
trouble. 

e 

Some hospital authors write as 
if they had been reporting a lucky 
interview with God on the subject 
of their choice. You will remem- 
ber the expression “God only 
knows.” However, the men whom 
He selects as His agents seldom 
boast of the relationship. 


o 
The physician-administrator of a 
hospital, as compared with his non- 
medical colleagues, is the most 
likely to be unhappy in his work. 
Why? 
2 
The place of the Formula in the 
hospital is in the Laboratory and 
not in the Office of the Director. 
e 
Research into the technique 
expressing trustee-displeasure w’' 
the executive of the hospital, 
well as the reasons for the di 
pleasure, ought to be undertak«: 
by some disinterested body. 
. 
When all is said and done there 
a difference between administrati: 
and administration. The Devil mu 
be an excellent administrator wh« 
you consider the raw materia! 
with which he must work, even th: 
he has unlimited facilities. St. Peté 
should be having an easier time ©’ 
it. Tho I have overdrawn the pic 
ture I am sure that you will g¢ 
the point! F 
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THROMBOSIS AND PULMONARY EMBOLISM 


Modern way to combat 
the fourth largest cause 
of hospital fatalities 


ae a ee Ae 
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A to B indicates common : 


The case for T.E.D. elastic stockings as an improved, 


low-cost method of leg compression 


Pulmonary embolism today ranks 
fourth in incidence of hospital fatali- 
ties (perhaps it would be even higher 
if the cause of death were not often 
attributed to the accompanying 
disease). 

Many doctors who recognize 
compression as a practical, effective 
solution have up to now depended 
upon elastic bandages. But these 
have their drawbacks. A bandage 
can never be wrapped twice with 
exactly the same pressure—even 
when applied by the doctor himself 
or someone equally skilled. 


Successor to bandages 


Now, however, there is an easier 
way: T.E.D. Elastic Stockings, de- 
veloped for routine hospital preven- 
tion of Thrombo-Embolic Disease 
by Bauer & Black, world’s largest 


maker of elastic stockings. 

The T.E.D. stocking can be ap- 
plied even by an unskilled nurse’s 
aid with the certainty that it will 
provide positive, even pressure (plus 
comforting warmth and support for 
the patient). 


Fatalities down, costs down 


In tests conducted at Massachusetts 
Memorial Hospitals in Boston, the 
use of T.E.D. Elastic Stockings as 
standard procedure (except in cases 
of ischemic vascular diseases of the 
legs) reduced the expected incidence 
of fatal pulmonary embolism by as 
much as 65%. 

The cost of the T.E.D. stocking: 
less than that of two 4-inch elastic 
bandages. Send today for further 
studies of this hospital-approved 
method of compression. 


MAIL COUPON FOR FULL REPORT 


Baver & Black Research Laboratories 


Dept. HM-8, 309 W. Jackson Bivd. 


origin sites of « 


Chicago 6, Ill. 
Please send complete literature on the new leg compression 


prophylaxis using T.E.D. Elastic Stockinas. 


Thrombo-Embolic Disease. 


Name. 





Address. 








ELASTIC STOCKINGS 
Bauer « Black 


DIVISION OF THE KENDALL COMPANY 


For more information, use postcard on page 139 








HOALISTER 
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qensminote 


ranklin C. Hollister Company 


F 
833 N. Orleans St., Chicago 10, IIL 












~NEW 
AQ it, 


ZYLON Molded Utensils are 
now priced well below com- 
parable metallic items . . . 
yet cannot dent, chip, rust 
or corrode! Fully auto- 
clavable, the naturally warm, 
smooth white or aqua plastic 
eliminates pre-warming and 
is quieter, for increased 
patient comfort. See your 
Distributor for the full Zylon 
line now at lowest hospital 
prices ever: f 





Bed Pan Forceps Jars 
Emesis Basins Tumblers 
Wash Basins Sponge Bow!ls, 


Medicine Glasses Soap Dish, etc. 


ZYLON PRODUCTS CO., INC. 
40 Church St., Pawtucket, R.1., U.S.A. 
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LOCKWOOD 
Continued from page 50 


help needed to handle the enter- 
tainment. 

This is a touch-and-go proposi- 
tion in proving that the entertain- 
ment was a “necessary and ordi- 
nary” business expense. Just be- 
cause everyone might be considered 
a potential patient in your hospital 
does not entitle you to entertain 
everyone and to claim this expense 
as a tax deduction. 


How can I prove my travel and 
entertainment expenses? 


Keep records! 

Sounds simple, but most of us 
hate to bother with keeping rec- 
ords. At the end of the year, we 
try to reconstruct our expenses for 
the year. It is almost impossible. 
We are apt to overlook something 
and lose a tax deduction or include 
something we cannot prove and 
have trouble. 

And, since the burden of proof is 
on you, it is most important that 
you keep detailed records of all 
entertainment and travel expenses 
to realize maximum tax deductions 
Keep records. 


What kind of records must I keep? 


To avoid any trouble with your 
deduction, you will need to have 
rather complete records. You will 
need to have a record of the date 
of the entertainment, the people in- 
volved, the time, and details of all 
expenses. 

You can keep this on a day-by- 
day record book along with your 
appointments. You can file a sep- 
arate form each day you travel or 
entertain. Or, you can keep this 
on individual cards or forms list- 
ing all the essential information to 
support your income tax deductions. 


Can I use my cancelled checks for 
supporting evidence? 


Yes, But, to be in the clear you 
will need some detail on the check 
or stub or both. For _ instance, 
checks written to “cash” for round 
amounts such as $50 need to be 
supported with more details. Check 
stubs that say briefly “travel” are 
not sufficient. 

Another thought you will want 
to consider about your cancelled 
checks as record keeping devices, is 
that you do not pay all expenses of 
entertainment and travel by check. 
Thus, if you use this system al- 
together you will be overlooking a 
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lot of out-of-pocket expenses (tips, 
for instance) that can be income tax 
deductions if a record is kept of 
them. 


Can I deduct automobile expense,? 


Yes, an automobile that is used 
only for business purposes can he 
handled as any other capital asset 
in your hospital. However, when 
there is a part-pleasure and part- 
business use of the automobile, this 
must be reported on your incon:e 
tax. 

The Internal Revenue Service has 
a worksheet (Form 2106) that helps 
calculate the cost of using your 
automobile for business. It includes 
information and schedules for fig- 
uring depreciation, determining the 
percentage of your gas, oil, service, 
repairs, parking, et cetera, that can 
be considered as a business expense. 

You are not required to file Form 
2106 with your income tax form, but 
you will find that it is most helpful 
in calculating your taxes. When it 
is submitted it makes it easy for an 
agent to check it in the office rather 
than making a call on you person- 
ally to clarify any points that are 
not clear. 

Following these suggestions will 
help make your income tax report- 
ing easier next year; you will have 
the facts to figure your tax; you 
will have the proof if necessary; 
and you will save trouble and time 
in reporting your tax. Also, you 
will save income tax dollars by 
taking all that you are entitled to 
deduct. % 


Recipe for Pleasing Personality 


™ THE FOLLOWING INGREDIENTS must 
be properly mixed: 

Take generous portions of kind- 
ness, courtesy, and tact: add a cer- 
tain amount of attractiveness and 
pep in walking and talking. Blend 
these well, putting in the center a 
clean heart, over this a clean body, 
and on top of that, clean neat 
clothes. Throw in a dash of humor, 
if you have it. 

To hold this together, mix in all 
the will-power, self-control, ability 
to take criticism, and concentration 
you can a find on the shelves of 
your heart. Throw in honesty, sim- 
plicity, sincerity, frankness, an 
keeping promises. Cook thoroughl) 
in the oven of charity, and you wil! 
have people eating out of your han 
—figuratively. & 
—Arthur Tonne. From the Ther- 
mometer of St. Francis Hospital 
Carlsbad, New Mexico. 
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New York 17, New York Division, Chas. Pfizer & Co., Inc. 


NOW-especially for hospital use 


In severe disturbances— 
for minimum-risk maintenance 


therapy 
ATA RA X Parenteral Solution ATA RA X 100 mg. tablets 
SSS ov naeaggamRe nccmimaseaeeheauae: 
atone: alcoholism Indications: convulsive disorders 


acutely disturbed or hysterical patients hyperkinetic brain-injured children 
severe psychoneuroses 
patients not responding to lower dosages 


In emotional emergencies— 
for rapid onset of action 


SONY RS 8 ie > 


PY oc fete hE 


prepartum anxiety 
preoperative fear 
postoperative vomiting 


Dosage: Adults, 25 mg. to 50 mg. Dosage: one tablet t.i.d. 
(1-2 ce.) intramuscularly, 3 to 4 

times daily, at 4-hour intervals. 

Dosage for children under 12 not yet established. 


Supplied: 10 cc. multiple-dose vials Supplied: red tablets, bottles of 100. 


Today, after years of use and millions of doses—many of them at high levels over long 
periods of time—there are still no reports of blood dyscrasias, parkinsonian effects, 
liver damage or other serious side effects with ATARAX. 





(BRAND OF HYOROXYZINE) 
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The Search for Value 


by Robert E. Shillady 


Part I 


® ONE OF THE FUNDAMENTALS of 
sound purchasing is searching for 
and obtaining value in materials, 
equipment and services. “But what 
do you mean by value?” you may 
ask. In general commercial dealings 
the term “value” is used in two dif- 
ferent ways, or with two different 
meanings. 

One use is in designating the 
amount of a second thing, which can 
be obtained in exchange for the 
first. We may call this value in ex- 
change. Instead of expressing the 
values of coal, and copper, and 
wool, and steel and other things in 
terms of one another, we usually 
express them in terms of money 
which serves as a common de- 
nominator, and we call the value of 
each thing thus expressed its price. 
Exchange value is important for it 
is the basis of trading and contrib- 
utes to the satisfaction of people’s 
wants. But for the purposes of our 
discussion I think that we are gen- 
erally more interested in the second 
meaning which expresses the utility 
of an object, which we may call 
value in use, because most of us in 
our professional purchasing must 
buy materials or equipment that can 
and will be efficiently used in the 
operation of our plants, or incor- 
porated advantageously in the prod- 
ucts we make to sell. 

Among some people there is a 
strong impression that the prime 
interest of an industrial purchasing 
agent is obtaining goods or services 
at the lowest possible price, and 
that he will use every means in his 
power, either fair or foul, to force 
prices down. This opinion may have 
had some foundation of fact in the 
distant past, when the general con- 
duct of business was expressed in 
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President 

National Association of Purchasing Agents 
General Purchasing Agent 

New England Electric System Companies 
Boston, Mass. 


the phrase “caveat emptor”—let the 
buyer beware—and before the in- 
terdependence of buying and selling 
was as well understood as it is now. 
But the present fact is, that al- 
though price is one of the important 
elements of value, the capable pur- 
chasing manager usually takes it 
into consideration only after other 
elements are satisfied. 

I think it is worthwhile, in our 
search for value, to examine more 
carefully these various elements, so 
I would like to talk with you first 
about the factor of suitability of the 
material or equipment to the pur- 
pose for which it is needed. This is 
sometimes inaccurately termed the 
quality of the article, but I think 
that “suitability” better expresses 
what we are looking for. Professor 
Lewis in his book on “Industrial 
Purchasing” says—“The term ‘qual- 
ity’ is in a very real sense mislead- 
ing. To speak of buying on a basis 
of quality suggests buying a high 
grade or the finest quality. This is 
not the sense in which the term is 
being used here. The best quality 
from the purchaser’s point of view 
is the quality which is best adapted 
to his particular need. This may re- 
quire the finest grade, it is true; 
however, it may be just as true to 
say that it requires a medium grade 
or even the lowest grade. Quality 
buying does not mean buying sup- 
plies, materials, and so forth, of a 
grade better than that demanded by 
the particular use to which it is to 
be put.” 

As an example it would be foolish 
and wasteful to purchase 100 per- 





Reprinted from The Chicago Purchasor. 
Certain phrases have been change to apply 
to the hospital field. 




















cent rag stock paper for use in 
scratch pads where the memoranda 
made on them are of only a very 
temporary nature. On the other 
hand it would be just as foolish and 
wasteful to use a low grade of sul- 
phite paper in drawing up important 
contracts which may be referred to 
many times and be continued over 
a period of years. Again, as an- 
other example, it is throwing money 
away to pay a premium price for 
coal having a very high fusing point 
of ash, such as 2,800 degrees to 3,000 
degrees, if your boilers are designed 
to satisfactorily burn coal having a 
fusing temperature of 2,400 degrees. 
Of course, in this case the fusing 
temperature would not be the only 
criterion of value, but it is one fac- 
tor that may bring about a sub- 
stantially higher or lower price. 

The obtaining of materials or 
equipment of proper suitability pre- 
supposes that the purchasing agent 
knows the way in which such items 
would be used in his company and 
what is necessary to bring about the 
lowest costs of operation or of fin- 
ished product. The obtaining of such 
knowledge involves constant study 
and close co-operation with design- 
ing professional staff and operating 
personnel. The purchasing agent is 
a member of a team which should 
endeavor to provide for the ultimate 
consumer the utmost in value. How 
important a member he is depends 
very largely on his capability. And 
to increase our capability, all of us 
need to keep on learning. 


Proper Quantity 


Another element of value whi! 
the efficient purchasing agent nee:': 
to consider is the ability to obta:: 
materials and equipment in tiv 
quantity and at the times desire:' 
and on a continuing basis. Decidi: 
on the proper quantity to be pu: 
chased and the amounts to be de 
livered at various times requiré 
knowledge of present and futur 
plans for use of the material; th: 
condition of the market as regard: 
stability of price and availability o! 


v 
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TINKER AND HILL 
Continued from page 119 


sterile unit disposable needles and 
disposable syringe-needle combina- 
tions. 

Study of the same article indi- 
cates that 2, 5, and 10 ml. syringes 
are utilized in a ration of approxi- 
mately 4:1:1. With these factors, 
it is possible to compare the anti- 
cipated direct invoice costs in- 
curred in 100,000 injections, a num- 
ber easily attained by a 100-bed 
hespital in a year period. These 
sums are shown in Table 2. 

This analysis indicates that size- 
able increases in direct costs may 
be associated with any change from 
conventional needles and syringes. 
These are the costs which must be 
weighed against the efficiency and 
safety incorporated into any new 
option. The intangible factors of 
each product must be adequate to 
justify the increase. 

Failure to consider costs and to 
bring these to administrative atten- 
tion is likely to produce extreme 
disillusionment at the end of an ac- 
counting period. Good management 
demands acceptance of a new prod- 
uct having definite advantages for 
the patient, but likewise requires 
that steps be taken to cover the 
cost involved. 

While the amounts shown in Ta- 
ble 2 may appear so large as to 
make any change prohibitive, they 
are nevertheless realistic. When 
these costs are broken down to a 
per injection basis, they appear as 
in Table 3. It now becomes ap- 
parent that only slight increases in 
the unit medication charge at the 
pharmacy level could provide the 
cost differential. This is the prefer- 
able point to administer any in- 
crease since it will bear only on 
those patients receiving the bene- 
fits of a new technique. 


Evaluation by Individual Hospitals 


A reasonable thorough direct cost 
analysis of the type shown in Table 
4 can be obtained by any hospital 
in a thirty day period. The essen- 
tial factors are purchase records for 
at least one year and a survey of 
needle and syringe usage rates for 
a thirty day period. A tabulation 
of the patient-day loads during 
these periods is likewise necessary. 

Replacement costs are obtained 
by totalling the purchases of 2, 5, 
and 10 ml. syringes and of needle 
sizes commonly used in hypodermic 
and intramuscular injections. An al- 
Please turn to page 133 
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Stop S Is your 
NURSERY 
SANITATION 


up to date? f 












Save Nurse’s time—clean up to 1200 
bottles per hour with the 


HAMILTON BEACH Gii85 Washer 


Remove Milk Scum even from inner 
bottom crevices! 
Fits any sink—just plug in. Exclusive TURBO-FLO 


water action eliminates floating-film contamination. 
Handy TURN-TOP switch. Rust Proof, Heavy Duty 
construction throughout. Motor-driven quadruple 
Nylon brushes scrub every inch—approximately 1000 
scrubs per minute. Brushes also available for regular 
glassware. U.L. Approved. Thousands now in daily use. 
Only $110.00. 10 DAY TRIAL OFFER! Contact your regular 
supplier or send coupon for your free trial. 


HAMILTON BEACH 


A Division of SCOVILL Mfg. Co., Racine, Wisconsin, Dept. G 


Gentlemen: Without obligation, please make arrangements 
for our 10 day trial of a HAMILTON BEACH Glass Washer. 
Thank you. 

Name 
Hospital 
Address 
City State 

World’s Largest Manufacturer of Fountain Appliances 
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Classified Advertising POSITIONS WANTED 


Interstate Medical Personnel Bureau 














Classified Advertisement Rates $1.00 per line, minimum charge $3.00. 333 Bulkley Building, Cleveland, Ohio 
Cash with order. Figure all cap lines (maximum two) 33 letters and Miss Elsie Dey, Director 
spaces per line; upper and lower case 40 per line. Add two lines for ADMINISTRATOR: M.S. Degree, Hos; ital 
4 : . Administration. 5 years Assistant Director, 
box number. Deadline for September issue is July 31. 300 bed hospital, east. 
ADMINISTRATOR: B.B.A. Degice: 
M.H. Degree, 1955. 5 Years Busi: ess 
Benue. 140 bed hospital, Pennsylvania 2 
years Administrator, 125 bed hospital, \ir- 
ASSISTANT ADMINISTRATOR: A, 
egree, midwestern university. Age: 35 
POSITIONS OPEN POSITIONS OPEN years. 4 years Business Manager, 60 ed 


hosettal, Minnesota. 








SHAY MEDICAL AGENCY 
55 East Washington Street, Suite 1935 
Chicago 2, Illinois 


ADMINISTRATORS: (a) Pacific North- 
west. 275 bed hospital affiliated with univer- 
sity. $12,000 up. (HM-2059) (b) Middle 
West. 100 bed hospital with building program 
under way. $8500 up. (HM-1737). (c) South- 
west. 50 bed hospital. (HM-2096) (d) East. 
50 bed hospital in process of expanding to 75. 
$9000 up. (HM-1775) (e) Middle West. 100 
bed hospital newly opened. (HM-1990) (f) 
Middle West. 50 bed hospital—2 years old, 
located in beautiful resort area. (HM-2006) 


EXECUTIVE PERSONNEL: (a) Business 
Manager. Good experience in accounting. 
South. 120 bed hospital. (HM-2054) (b) 
Controller-Business Manager. Middle West; 
near Chicago. 250 bed hospital. $650 mini- 
mum. (HM3008) (c) Personnel Director. 
Middle West. 300 bed hospital (HM-1482) 
(d) Administrative Assistant. East. Major 
duty-direction of personnel office. 600 bed 
hospital. (HM-1361) (e) Purchasing Agent. 
East. 185 bed hospital. (HM-1986) (f) Office 
Manager—Accountant. South. To be train 
for position as Administrator. 200 bed hos- 
pital. (HM-2025) (g) Director of Business 
Office. State Board of Health. Good experi- 
ence in Public Health Administration, Tw 
degree in Business Administration. To $11, 
000. (HM-2091) (h) Purchasing Agent. Mid- 
dle West. Hospital experience not necessary. 
360 bed hospital. (HM-1038) 


PHARMACISTS: (a) Staff. Southwest. 400 
bed hospital. $475. (HM-1454) (b) Chief. 
California. 60 bed hospital. $525. (HM-290) 
(c) Chief. Large teaching hospital. Some 
teaching of house staff and _ students in 
writing of prescriptions. $5,400 minimum. 
(HM-1910) (d) Chief. Chicago. 125 bed 
hospital. $6,000. (HM- 1596) (e) Chief. Middle 
West. 300 bed hospital increasing to 450. 
Entirely new pharmacy; affiliated with uni- 
versity. $7,200. (HM-2021) (f) Director and 
Instructor Hospital Pharmacy. South. Large 
teaching hospital. $6,000. (HM-856) 


NOTE: We can secure for you the position 
you want in the hospital field, in the lo- 
cality your prefer. Write for an application 
a Brent | will do. . . All negotiations 
strictly confidential. 





RADIOLOGIST: Capitol Hospital, Milwau- 
kee, Wisconsin. Contact: Administrator, 
Capitol Hospital, 1971 West Capitol Drive, 
Milwaukee 6, Wisconsin. Hilltop 2-9100. 





ANESTHETIST: Licensed R.N. degree. 
Knowledge of Accounting necessary. 35-bed 
general hospital. Salary open. Contact: Ad- 
ministrator, Capitol Hospital, 1971 West 
Capitol Drive, Milwaukee 6, Wisconsin. 
Hilltop 2-9100. 





LIBRARIAN: Medical Record—Registered. 
To assume charge of Record Room 135 be 
general hospital. 40 hours. Salary open. Con- 
tact Miss G. A. Cooper, Woman’s Hospital, 
Cleveland 6, Ohio. 





DIETITIAN: A. D. A. or equal; full charge 
of department in 45 bed hospital 75 miles 
east of St. Louis, Missouri. Salary open. 
Apply Administrator, Salem Memorial Hos- 
pital, Salem, Illinois. 





REGISTERED MEDICAL RECORD LI- 

BRARIAN to take charge of Record Room; 

360 bed, fully accredited hospital; salary 

open. Write Superintendent, Washington 
ospital, Washington, Pennsylvania. 
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COMPTROLLER: 6 years Chief Account- 


ant, large teaching hospital-clinic. 4 y ars 

Interstate Medical Personnel Bureau Business Manager, .300 bed Ohio hosy:tal, 
333 Bulkley Building, Cleveland, Ohio Available. Excellent references. 

Miss Elsie Dey, Director EXECUTIVE HOUSEKEEPER: Age: 42 

years. Courses in Home Economics; H tel 

ADMINISTRATOR: 100 bed hospital, Ohio. and Hospital Management. 10 years ex;-eri- 

$8,500. (b) 60 bed hospital, Pennsylvania. ence. East preferred. — 
(c) 50 bed new hospital, west. (d) Assistant; PHARMACIST: Chief. M.S. Degree, jios- 
225 bed hospital, east. Experience. pital Pharmacy. 4 years experience, rid- 


western hospital. 
BUSINESS MANAGER: 225 bed hospital, 
Michigan. (b) 150 bed Ohio hospital. (c) 


125 bed hospital, Indiana. (d) 175 bed south- POSITIONS WANTED 


ern hospital. (e) Credit Manager. 150 bed 








Ohio hospital. 


PERSONNEL DIRECTOR: 300 bed _hos- SHAY MEDICAL AGENCY 
pital, industrial city, east. (b) Director, Pub- 55 East Washington Street, Suite 1935 
lic Relations. Chicago 2, Illinois 
eS ADMINISTRATOR: Age 48. M.H.A. 7 
DIRECTORS OF .NURSING: To $8,000. years experience in hos itals ranging in size 
(b) Directors, Nursing Service. (c) Assistant from 50 to 200 beds. (WE 78 
Directors; Educational Directors. To $7,500. ASSISTANT D pet leenatOR: Age 40. 
Degree in Business Administration, M.H.A. 
$425. (ec) Physiotherapists ora ee Nominee A.C.H.A. 5 years hospital as con 
cist. 350 bed mid-western hospital. To $600. sisal ona and administrative 
PERSONNEL DIRECTOR: Age 32. B.S. 
ee Moen i oe _ ped Degree in sociology. 4 years experience as 
hospital, east. (c) 350 bed Soonitel: sua-West. — director of 300 bed hospital. (BA- 
$425. (d) Sisters’ hospitals, central states. NOTE: Also available physicians in all spe- 
f cialties, general practice, house physicians, 
MEDICAL RECORD LIBRARIANS: $400 residents, etc. Contact us when you haw 


upward. openings. 





LIBRARIAN: registered or equal; full 
charge of department in 45 bed hospital 75 





miles east of St. Louis, Missouri. Salary 


= oP , a, Salem Memorial t’ 
ospita alem, 1nois Wha 5g New 


cae euh Tne MEDICAL RECORD LI- 





« * 
BRARIAN and Medical Record Technician : hi | 
New 40 bed hospital and neighboring hospital in your ospita 
wish to engage qualified medical record li- 
ew. —e open. ‘ oe) Northwest » J 
isconsin. 40 hour work wee rganizational a 
ability required. Box 6-5 HOSPITAL MAN- epartment : 


AGEMENT 





HOSPITAL MANAGE- 


ZINSER PERSONNEL SERVICE MENT ... the practical, 
Anne V. Zinser, Director how-to-do-it magazine for 
Suite 1004 — 79 W. Monroe 


hospital personnel . . . 


Chicago 2, Illinois 
offers you down-to-earth 


We have splendid openings for Directors of material which you can 
Nurses, Instructors, Supervisors, Dietitians, I ood ad 
Medical Technicians, Staff Nurses. If you apply to g advantage. 








are looking for a position, write us. 











PROVED BETTER... 


| 
COAST TO COAST.. 


Order from your surgical, hospital 


or pharmaceutical supply house 


manufactured by the 
SANITARY PAPER MILLS,” Inc. 
East Hartford 8, Conn. 
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i AN ENTIRELY 
‘ NEW CONCEPT IN 


_ | EMERGENCY OXYGEN 


ri- (Patent applied for) 


id- Now, for the first time, you can have emergency 
oxygen instantly available in completely 
equipped, hand-portable units located at every 
nurses’ station. OXY-QUIK unit supplies a high 
concentration of oxygen for use while transport- 
ing patients and for emergency situations until 
routine oxygen therapy is set up. 


= Even if Your Hospital is piped throughout with 
10. oxygen, you need the special emergency help of 
fn. OXY-QUIK. One lightweight unit — only 2% Ibs. 
aS — contains oxygen tanks, pressure reducing regula- 
S. tor, mask and hose in a plastic carrying case which 
\. is designed to hang on walls; snap or clasp on 
stretchers, wheel chairs, beds and other hospital 
S, equipment. Units can be quickly gathered up and 
carried to disaster areas and first aid stations. 
- OXY-QUIK is an entirely new and unique unit that 
requires no tools — wrenches or washers to op- 
erate. It's res its Tank is replaced in 30 
seconds. Refills available anywhere in the world. 


Even untrained help can use OXY-QUIK effec- 
tively! Full directions on every tank. It's Bee 
it’s ! Apply mask over mouth and nose to pro- 
vide ample, steady flow (6 liters per minute). 


* 5 YEARS UNCONDITIONAL GUARANTEE on pres- 
sure reducing regulator except where damage is 
from external causes. Introductory Bonus Offer! 
THOUSANDS NOW _IN_ USE! Complete OXY-QUIK Buy now and SAVE! For every unit ordered be- 
unit consists of two tanks, regulator, mask, plastic fore September 1, 1958, an extra tank priced 
case and wall mounting plaque. $49.50 list. at $7.50 is given FREE! Ten or more units avail- 
o able for only $45.00 each. (Extra tank FREE with 


American Hospital Association ene sisi iamcniiais 
‘ Convention ... August 18-21, 1958 Completely equip your hospital with units and 


See Us at BOOTH 963 spare tanks at tremendous savings. 


International Amphitheater BEAUTIFUL scuff-proof case to carry complete 
unit and extra tank... limited time only $7.50. 





























GRAB THE OXY-QUIK 


at nurses’ stations 
+++ 0n corridor 
walls, 


GRAB THE OXY-QUIK 
in surgical suites 
++. Pecovery rooms. 


GRAB THE OXY-QUIK 
snap to stretcher 
rails... wheel 
chairs .. . beds. 


GRAB THE OXY-QUIK 
carry to disaster 
areas... mass 
emergencies. 





mmm OXYGEN EQUIPMENT & SERVICE GCOMPAN Y comms 
Designers and manufacturers of respiratory equipment... for 23 years! 
8335 South Halsted Street Chicago 20, Illinois 
Phone HUdson 3-3800 
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Purchasing 
Continued from page 128 


the material; the financial condition 
of his company with respect to tying 
up money in materials over various 
lengths of time; and the availability 
of suitable storage space and the 
cost of storing and rehandling ma- 
terials. Not just “order writers,” but 
agents who are thinking and acting 
from a broad management stand- 
point. 

On this basis, if the purchasing 
agent has knowledge that causes 
him to think that some necessary 
material will be scarce and substan- 
tially higher in price in the reason- 
ably near future, he should urge 
upon his institution the desirability 
of buying it in larger than normal 
quantities and taking physical pos- 
session of it even though this may 
entail additional cost for storing and 
handling. On the other hand, the 
saving of a modest percentage in 
price through the purchase of an 
excessive quantity may well be 
wiped out by extra handling, stor- 
age, and investment costs. There 
are times when it is sound economy 
to pay a higher price for a smaller 
quantity if the material is and will 
continue to be in good supply. 








(Advertisement) 


MEMO TO: 


THE PURCHASING 
AGENT 


Been wanting to cut 
costs and 
inventories, yet get 
the best supplies 
possible for 
cleaning and 


disinfecting? 


Turn to page 57 


( Advertisement) 
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The dependability of a supplier in 
respect to carrying sufficient stocks 
of material and living up to delivery 
promises or schedules is certainly 
an important element to be weighed 
in our search for value. Material 
which is of suitable quality and 
which can be bought at a favorable 
price is of little practical use if the 
seller habitually fails to make de- 
liveries when promised and when 
the item is urgently needed. As 
applied to machinery or equipment 
the dependability of the manufac- 
turer may bulk even larger. A ma- 
chine may be designed to operate 
efficiently over a long period of 
time—but accidents do occur and it 
is of prime importance that we be 
able to obtain replacement parts, 
and even skilled men to help in 
their installation, with a minimum 
loss of time. It would be very cold 
comfort to reflect that we purchased 
an important piece of equipment at 
an extremely favorable price, if, in 
case of need for repair or replace- 
ment parts, we should find that the 
manufacturer kept no adequate rec- 
ords and patterns for the machine 
and could not furnish parts except 
with great delay and at very high 
cost. 

Another facet of the gem of de- 
pendability is the performance rec- 
ord and demonstrated responsibility 
of the manufacturer or seller of a 
commodity in according fair treat- 
ment on delivery and price when 
materials are tight and prices are 
rapidly rising. 

Of course, a purchasing agent gets 
rather tired, at times, of hearing the 
repeated claims of “superior serv- 
ice” from all sorts of vendors. He 
must carefully consider the real 
quality of this service and whether 
it is needed, and then arrange to 
buy from sources or in such a way 
as to get only so much of this serv- 
ice factor as is necessary, without 
paying for excessive service which 
he does not require. 


Legitimate Competition 


Now I think we should give some 
attention to the desirability on the 
part of the purchaser of fostering 
and stimulating sound and _ legit- 
imate competition and of develop- 
ing more than one dependable 
source of supply. 

It is first necessary to have rather 
complete information on the quan- 
tity of material or equipment that 
will be needed; the time when it 
will be required at your plant; and 
whether it is a recurring need. If 
the quantity is large it may be well 
to place business with several sup- 


pliers, but the volume should be 
great enough to make the business 
attractive to the supplier and to 
justify his giving you the best yos- 
sible service and price. If the q:an- 
tity that you purchase is not great 
enough to divide, you will probably 
serve your company best by in- 
vestigating the various sources of 
supply as to experience, depend- 
ability, service and price, and then 
staying with the one supplier that 
comes up with your best rating —so 
long as he treats you right. 

A logical question as related to 
selection of sound sources of sup- 
ply may be raised in the matter of 
reciprocity in buying. At one time 
this was looked upon in some 
quarters as being a very bad prac- 
tice, but I think that this opinion 
was based on a misconception or 
inadequate information. I feel that 
it is sound business policy for any 
company to make a real effort to 
purchase from its customers pro- 
vided as good values, using value in 
its broadest sense, can be obtained 
from them as from other suppliers. 
We have found that if a firm atti- 
tude is taken in respect to the nec- 
essity of obtaining proper value, 
there is no problem attached to re- 
ciprocity in buying because suppli- 
ers respect the purchasing agent 
who honestly and intelligently goes 
out to obtain the best continuing 
values for his hospital. 

There is another problem that 
needs consideration in the develop- 
ing of sound competitive sources of 
supply. The efficient purchasing 
agent, after a reasonable period of 
time, will settle on those manufac- 
turers or suppliers who have dem- 
onstrated that they can and will give 
him the best value. In times of 
scarcity we have all seen the value 
of suppliers who will make every 
effort to take care of their regular 
customers as compared to some who 
cast aside their ethical obligations in 
order to go after the “fast dollar.” 
Again, after the period of scarcity, 
and this was particularly true after 
the close of World War II, we have 
seen many new and previously in- 
experienced suppliers spring up and 
almost demand that they be given a 
share of our business. 

We like to have real and sound 
competition, but it is sometime~ a 
hard problem to decide what en- 
couragement should be given sich 
newcomers. . 





See the editors of 
HM—Booth 775 
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TINKER AND HILL 
Continued from page 129 


lowance of 15 percent of the total 
needle cost will approximately cover 
those utilized in tuberculin and in- 
sulin therapy. Bulk parenteral 
needles should receive separate at- 
tention since they can be replaced 
only by disposable needles and not 
by syringe-needle combinations. 
The cost of materials, i.e. cleaning 
solutions, wrappers and equipment 
up-keep, may also be reduced 15 
percent to compensate for other 
uses. 

It is convenient to assume that 
working inventories are approxi- 
mately equal at the beginning and 
end of the period under study. 
All adjusted totals should be di- 
vided by the total patient days to 
obtain a unit cost per patient day. 

Rates of usage are readily de- 
termined through co-operation of 
the central sterile area staff over a 
30-day period. The number of 
syringes and the number of needles 
processed can be best determined at 
this point. A floor stock inventory 
at the beginning and the end of the 
month will give more accuracy, but 
is not absolutely necessary. Again, 
the final result may be expressed as 
arate per patient day. 

The results of these tabulations 
can be evaluated either on an annual 
basis or as a unit cost per injection. 
In either case, the result should be 
regarded as having an accuracy of 
no more than plus or minus ten 
percent. Direct comparisons can 
then be made to the cost figures 
represented for any option and 
proper fiscal adjustments made to 
compensate for increases in direct 
costs. The intangible savings ex- 
pected may warrant either partial 
or complete absorption of the cost. 

The foregoing survey was pre- 
pared not only to present all the 
options now available in parenteral 
injection therapy, but also to 
establish which was the preferable 
technique for use in the hospital 
with which the writers are asso- 
ciated. The recommendation based 
on this analysis was a continuation 
of the program utilizing a standard 
glass syringe with a disposable 
hypodermic needle. It was felt that 
this option offered the greatest 
flexibility of usage while providing 
adequate protection and comfort to 
both patient and staff. The sterile 
unit disposable needle, now becom- 
ing generally available, should 
prove even more advantageous and 
its adoption has been recommended. 
The cost of this option has been 
well studied and provisions made 
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in parenteral pricing policy to cover 
the slight increase in cost. The dis- 
posable syringe-needle combination 
was unacceptable due to its high 
cost; cartridge unit medication 
adoption or trial has been deferred 
until current manufacturers’ pro- 
grams have been expanded. 
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FOLLOW-UP SERVICE — just one of 
the exclusive 5-plus features of Meals- 
On-Wheels System. 


Once the Meals-On-Wheels is in oper- 
ation at your hospital, the versatile 
Mr. 5-plus, the Meals-On-Wheels area 
representative, packs up his Check 
Sheets and Plan of Operation. He's 
off on a Follow-Up Service Trip to 
make sure your Meals-On-Wheels Sys- 
tem continues to operate smoothly 
and economically—that you and your 
staff are deriving maximum efficiency 
and accuracy from the most efficient 
and accurate centralized patient food 
service ever devised—the 5-plus 
Meals-On-Wheels System. 


With the 5-plus Meals-On-Wheels Sys- 
tem you are confident you have the 
total and best possible food service 
— used by award winning hospitals 
across the nation. 

AND REMEMBER MR. 5-PLUS IS AS CLOSE 


AS YOUR NEARBY MEALS-ON-WHEELS 
REPRESENTATIVE 


Have Check Sheet, 


0 N LY Meals-onWheels System 


1. BASIC PLANNING 


2. PROVEN EQUIPMENT 
DESIGN. 


3. TRAINING ASSISTANCE 
4. FOLLOW-UP SERVICE 


5. PRE-PLANNING 
TOMORROW'S NEEDS 


PLUS years of research and 

actual field experience from the 
company which originated and 
perfected this food service. 





Will Travel— 


" Meals-on-Wheels System 





5007 East 59th St., Kansas City 30, Missouri 


For more information, use postcard on page 139 133 
































Management Aids 





Aluminette Partitions 


® A BULLETIN has been released by the Curtis Office Partition Company, Inc., describing their 
new type of partitioning. They combine extruded aluminum with plastic, metal or fabric sur- 
faces to make solid or partial walls in a variety of textures and colors. The bulletin shows the 
custom appearance which can be obtained with these partitions. Included are line drawings 
showing the construction of the panels and method of installations. 


826 — Ceiling Design Opportunities 





™ NEW INTERIOR DESIGNS for public reception areas are illustrated in “Ceiling Design Opportuni- 





ties With Acousti-Lux Panels,” a 12-page brochure published by the Celotex Corporation. This 1 
brochure gives a comprehensive report on the design flexibility afforded by the use of these ree 
panels either alone or in combination with other acoustical products. foc 

827 — How Many Jobs le 
® AN EIGHT-PAGE illustrated brochure that covers the complete line of industrial television equip- 3 
ment now available for business and industry shows different types of cameras, control units, | dir 
monitors, accessories, and projection systems. Varied applications, including installations with un- dh 
usual engineering requirements, are also pictured and described; it is published by General Pre- 
cision Laboratory. a 

828 — Production of Negatives = 
® ANYONE interested in rapid, economical production of negatives for offset printing and dupli- 1 
cating will find helpful the new booklet prepared by Kenro Graphic, Inc. This eight-page bro- oa 
chure, printed in two colors, is liberally illustrated with photographs which demonstrate the spe- th 
cial features of the “vertical 18” camera and operating details. 

829 — System for Central Supply a 
™ AVAILABLE TO HOSPITALS, a complete procedure specifically designed to save Centraly Supply ei 
time, money and labor in the handling of unsterile material and the preparing of such items for dt 
wrapping, identifying, autoclaving and storage prior to reissuing. An eight-page brochure pub- be 
lished by the Edward Weck and Company, Inc., serves as a guide and catalog. th 

en 

830 — Food Preparation and Serving Equipment ss 

0 
™ THE BOOKLET includes a technical section on stainless steel as it relates to the food preparation 
and serving industries. A table on the corrosion resistance of stainless steels to various media. T 
Food stuffs and many other items that come in contact with stainless steel are listed. Published by 
Allegheny Ludlum Steel Corporation. fu 

oI 

831 — Tapes and Adhesives di 

th 
™ TWELVE-PAGE pamphlet listing the entire line of Permacel-LePage’s Inc. tapes and adhesives a 
has just been released by the company. Easy to read tables give a brief description of each p 
product, its properties and its application. In addition, government specifications, tensile streng'h ir 
and price list references are listed. A cross-index of products and competitive products are a!so ‘ 
included, complete with stock number of the comparable items. a 

n. 

832 — Fruit Dishes f 
® A RECIPE BOOKLET for quantity fruit users, entitled “Better Fruit Dishes with Low-Moistu:e i! 
Fruits” has just been published by the Vacu-dry Company. Forty selected recipes for stewed 
fruits, sauces, pies and other desserts all feature the use of low-moisture fruits. In each case the is 
recipes show required ingredients for 100 serving as well as for lesser quantity servings of 24 or 
36. Each recipe has been carefully tested. 
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Wider recognition of the current prob- 
lem of hospital-acquired infections is 
focusing new attention on ways and 
means of reducing this hazard to good 
patient care. Hospital and medical 
socicty meetings—and hospital, medical 
and surgical journals—are daily shed- 
ding new light on the varied aspects of 
the overall problem. 

In many hospitals, a special “com- 
mittee on cross infection” has been 
appointed to review practices and pro- 
cedures. In others, each department head 
is studying closely his or her own 
methods of operation. Few hospitals 
exist which are not giving some special 
thought to this highly current problem. 

Out of this critical evaluation has 
grown an awareness that environmental 
asepsis is a major weapon for cutting 
cross infection to a minimum. Applica- 
tion of continuous disinfection proce- 
dures from operating rooms through 
food service and laundry areas can be 
the means to changing the hospital’s 
entire experience with hospital-acquired 
respiratory, intestinal, urinary or post- 
operative wound infections. 


Take floors, for instance 


Floors offer a great opportunity for 
furthering the spread of infection. Micro- 
organisms settling to the floor are re- 
dispersed on dust particles or tracked 
through the hospital on shoes. Walls and 
ceilings as well can be reservoirs of 
potential infection. Lehn & Fink dis- 
infectants not only kill all the most 
common pathogens on contact but are 
continuously active against new contami- 
nants touching the disinfected surface 
for as long as a week iater. 


While the patient is there 


Concurrent disinfection is practical 
whether or not the patient is “isolated.” 
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about... closer control of cross infection 


in every part of the hospital 


Wiping of furniture and fixtures and 
damp mopping of floor, with a disinfect- 
ant, stop air- and floor-borne microbes 
at the source. 


In the operating room 


Lehn & Fink disinfectants have many 
applications here. Among them: mop- 
ping floors; cleaning grills, ducts, and 
coils of air conditioners; as standard 
equipment on the scrub-up cart; as a 
germicidal dip to remove gross contami- 
nation from gloves before their removal; 
to gather instruments into enroute to 
sterilizer. 

Other L & F disinfectant applications 
are many: for disinfection of instruments 
with lens systems, to wipe and store 
thermometers, to sanitize utensils, etc. In 
all instances, action is bactericidal, fun- 
gicidal and tuberculocidal. 


Which L & F disinfectant? 


Lysol®,O-syl®and Amphyl®do the same 
disinfecting job. Any one of them kills 
bacteria, fungi, and TB bacilli efficiently, 
but each has individual characteristics. 


Lysol was far ahead of its time when 
introduced over sixty years ago. Recently 
the formula was improved; the odor was 
lightened and toxicity was reduced so 
that the “poison” label is no longer 
needed. Many hospitals prefer Lysol 
because of its long reputation for de- 
pendability. The characteristic odor is 
preferred by many for psychological 
reasons or as an indication that disin- 
fection with Lysol has just been done. 


O-syl is preferred by hospitals wanting 
all the germicidal efficiency of Lysol but 
without the odor. It is practically odor- 
less when diluted for use. Like Lysol, 
O-syl is highly concentrated. Only a 1% 
solution of either (1 part to 100 of 
water) is needed for most applications. 


Amphyl is also odorless when diluted 
for use. Convenience and low cost due 
to its high concentration often make 
Amphyl the disinfectant of choice. 
Amphyl is twice as powerful as Lysol 
or O-syl but does not cost twice as much. 
A %% solution (1 part in 200 of water) 
is sufficient for general disinfection so 
that the cost per gallon of “use dilution” 
is less than with Lysol or O-syl. When 
expected contamination is great, as in 
TB or isolation wards, Amphyl is often 
preferred. 

And now there’s Tergisyl,"" Lehn & 
Fink’s new detergent-disinfectant, which 
combines superior detergency with the effi- 
cient disinfection action you have come to 
expect from our products. 


Let’s talk about it 

Solving the problem of environmental 
infection has been the business of Lehn 
& Fink since 1874. Solving such prob- 
lems arising in your own hospital usually 
takes more than talk—but perhaps you 
would like to discuss them with our tech- 
nical specialists. We can function as a 
part of your “committee on control of 
cross infection.” perhaps suggest proce- 
dures, and supply informational material 
for teaching purposes. At any rate, please 
ask us. Specially trained field service 
representatives as well as the technical 
staffs in our New York office and in our 
laboratories at Bloomfield. New Jersey. 
are available for consultation. 


Lehn & Fink disinfectants are available 
through your surgical supply dealer. 


If you want literature, samples, or assistance 
in setting up procedures, please write: 


Lehn & Fink @ Professional 


PRODUCTS CORPORATION DIVISION 


445 PARK AVENUE, NEW YORK 22,N_Y. 


SPECIALISTS IN ENVIRONMENTAL ASEPS!IS 


@T.™. Rea. 


For more information, use postcard on page 139 134A 














CASE HISTORY #231 


McKESSON’S PTA (planned traffic analysis) 
to Save steps, Save time, 





Traffic Flow is the Key e « « McKesson’s P.T.A. makes over 
this pharmacy to get more work done, in less time, at real money-savings. No 
additional fixtures are needed. Study and compare these telling diagrams! 
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MANUFACTURING ee © FLOOR REQUISITIONS 
— — — OUT-PATIENTS’ SERVICE ADMINISTRATION 





BEFORE ... Key work areas did not work together. Con- 
flicting tra ffic “lanes” caused delays and confusion. Result: 
many miles of tiring, needless walking, valuable time wasted. 


*WATCH FOR A DEMONSTRATION OF McKESSON’S P.T.A. 
STORAGE AT THE A.H.A. CONVENTION IN CHICAGO, AUGUST 18-21. 
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Serving America’s Hospitals... 
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MANUFACTURING e e e FLOOR REQUISITIONS 
— — — OUT-PATIENTS’ SERVICE gum ADMINISTRATION 





AFTER... Key stations now work together. Traffic lanes are planned to avoid 
y . ol - . . J . . 

confusion. As much as I mile of walking is saved for every 125 prescriptions! 

Pharmacist’s production is raised tremendously; staff efficiency is greatly increased. 


Only McKESSON offers this service... 


Ss TO RAGE and it’s free without obligation. McKesson’s P.T.A. applies our principles of 

traffic-flow that have “‘re-tooled” hundreds of pharmacies to save steps, 
time, and money. Our P.T.A. men are trained planning experts, ready to 
help your Hospital pharmacy to greater, money-saving efficiency. They have 
the latest information on new fixtures as you need them, priced low by 
McKesson. McKesson’s P.T.A. uses proven methods. You can be SURE of 
results when you get this job. Let P.T.A. re-plan for you — without obligation. 


MCKESSON & ROBBINS 


155 E. 44th St. New York 17, N.Y. 
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Listening is a Ten-Part Skill 


Ralph G. Nichols 


Head, Department of Rhetoric 
University of Minnesota 


White collar workers on the average, devote at least 
40 percent of their work day to listening. Apparently 40 
percent of their salary is paid to them for listening. Yet 
tests of listening comprehension have shown that, with- 
out training, these employes listen at only 25 percent 
efficiency. 

This low level of performance becomes increasingly 
intolerable as evidence accumulates that it can be sig- 
nificantly raised. The component skills of listening are 
known. They boil down to this: 

Learning through listening is primarily an inside job 
—inside action on the part of the listener. What he 
needs to do is to replace some common present attitudes 
with others. 

Recognizing the dollar values in effective listening, 
many companies have added courses in this skill to their 
regular training programs. Some of the pioneers in this 
effort have been American Telephone and Telegraph 
Company, General Motors Corp., Ford Motor Co., The 
Dow Chemical Co., Western Electric Co., Inc., Methods 
Engineering Council of Pittsburgh, Minnesota Mining 
and Manufacturing Co., Thompson Products, Inc., of 
Cleveland and Rogers Corp. of Connecticut. 

Warren Ganong of the Methods Engineering Council, 
has compared trainees given a preliminary discussion 
of efficient listening with those not provided such dis- 
cussion. On tests at the end of the courses the former 
achieved marks 12 to 15 percent higher than did the 
latter. 

A. A. Tribbey, general personnel supervisor of the 
Wisconsin Telephone Co., in commenting on the results 
of a short conference course in which effective listening 
was stressed, declared: “It never fails to amaze us when 
we see the skill that is acquired in only three days.” 

The conviction seems to be growing that upper-level 
managers also need listening skill. As Dr. Earl Planty, 
executive counselor for the pharmaceutical firm of 
Johnson and Johnson puts it: “By far the most effective 
method by which executives can tap ideas of subordi- 
nates is sympathetic listening in the many day-to-day 
informal contacts within and outside the work place. 
There is no system that will do the job in an easier 





This material is reprinted from Managing Yourself, compiled by 
the editors of Nation's Business. 
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‘‘Nothing equals an executive’s willingness 


to listen, and learning how is an inside job.”’ 


manner ... . Nothing can equal an executive’s wil- 
lingness to hear.” 

A study of the 100 best listeners and the 100 worst 
listeners in the freshman class on the University of 
Minnesota campus has disclosed 10 guides to improved 
listening. Business people interested in improving their 
own performance can use them to analyze their per- 
sonal strengths and weaknesses. The 10 guides to good 
listening are: 


1 — Find Area of Interest 


All studies point to the advantage in being interested 
in the topic under discussion. Bad listeners usually de- 
clare the subject dry after the first few sentences. Once 
this decision is made, it serves to rationalize any and all 
inattention. 

Good listeners follow different tactics. True, their first 
thought may be that the subject sounds dry. But a sec- 
ond one immediately follows, based on the realization 
that to get up and leave might prove a bit awkward. 

The final reflection is that, being trapped anyhow, 
perhaps it might be well to learn if anything is being 
said that can be put to use. 

The key to the whole matter of interest in a topic is 
the word use. Whenever, we wish to listen efficiently, 
we ought to say to ourselves: “What’s he saying that I 
can use? What worth-while ideas has he? Is he report- 
ing any workable procedures? Anything that I can cash 
in, or with which I can make myself happier?” Such 
questions lead us to screen what we are hearing in a 
continual effort to sort out the elements of personal 
value. G. K. Chesterton spoke wisely indeed when he 
said, “There is no such thing as an uninteresting sub- 
ject: there are only uninteresting people’. 


ll —- Judge Content, not Delivery 


Many listeners alibi inattention to a speaker by 
thinking to themselves: “Who could listen to such a 
character? What an awful voice! Will he ever stop 
reading from his notes?” 

The good listener reacts differently, He may well look 
at the speaker and think, “This man is inept, seems like 
almost anyone ought to be able to talk better than 
that.” But from this initial similarity he moves on to a 
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different conclusion, thinking “But wait a minute.... . 
I’m not interested in his personality or delivery. I want 
to find out. what he knows. Does this man know some 
things that I need to know?” 

Essentially we “listen with our own experience.” Is 
the conveyer to be held responsible because we are 
poorly equipped to decode his message? We cannot un- 
derstand everything we hear, but one sure way to raise 
the level of our understanding is assume the responsi- 
bility which is inherently ours. 


Ill —- Hold Your Fire 


Overstimulation is almost as bad as understimulation, 
and the two together constitute the twin evils of ineffi- 
cient listening. The overstimulated listener gets too ex- 
cited, or excited too soon, by the speaker. Some of us 
are greatly addicted to this weakness. For us, a speaker 
can seldom talk for more than a few minutes without 
touching upon a pet bias or conviction. Occasionally we 
are roused in support of the speaker’s point; usually it 
is the reverse. In either case overstimulation reflects 
the desire of the listener to enter, somehow, immediate- 
ly into the argument. 

The aroused person usually becomes preoccupied by 
trying to do three things simultaneously: calculate what 
hurt is being done to his own pet ideas; plot an em- 
barrassing question to ask the speaker; enjoy mentally 
all the discomfiture visualized for the speaker once the 
devastating reply to him is launched. With these things 
going on subsequent passages go unheard. 

We must learn not to get too excited about a speak- 
er’s point until we are certain we thoroughly under- 
stand it. The secret is contained in the principle that 
we must always withhold evaluation until our compre- 
hension is complete. 


iV — Listen for Ideas 


Good listeners focus on the central ideas; they tend to 
recognize the characteristic language in which central 
ideas are usually stated, and they are able to discrim- 
inate between fact and principle, idea and example, 
evidence and argument. Poor listeners are inclined to 
listen for the facts in every presentation. 

To understand the fault, let us assume that a man is 
giving us instructions made up of facts A to Z. The man 
begins to talk. We hear fact A and think: “We’ve got to 
remember it!” So we begin a memory exercise by re- 
peating “Fact A, fact A, fact A....” 

Meanwhile, the fellow is telling us fact B. Now we 
have two facts to memorize. We’re so busy doing it that 
we miss fact C completely. And so it goes up to fact Z. 
We catch a few facts, garble several others and com- 
pletely miss the rest. 

It is a significant fact that only about 25 percent of 
persons listening to a formal talk are able to grasp the 
speaker’s central idea. To develop this skill requires an 
ability to recognize conventional organizational pat- 
terns, transitional language, and the speaker’s use of 
recapitulation. Fortunately, all of these items can be 
readily mastered with a bit of effort. 


V — Be Flexible 


Our research has shown that our 100 worst listeners 
thought that note-taking and outlining were synonyms. 
They believed there is but one way to take notes—by 
making an outline. 

Actually, no damage would be done if all talks fol- 
lowed some definite plan of organization. Unfortunate- 
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ly, less than half of even formal speeches are carefully 
organized. There are few things more frustrating than 
to try to outline an unoutlineable speech. 

Note-taking may help or may become a distraction. 
Some persons try to take down everything in short- 
hand; the vast majority of us are far too voluminous 
even in longhand. While studies are not too clear on the 
point, there is some evidence to indicate that the vol- 
ume of notes taken and their value to the taker are in- 
versely related. In any case, the real issue is one of in- 
terpretation. Few of us have memories good enough to 
remember even the salient points we hear. If we can 
obtain brief, meaningful records of them for later re- 
view, we definitely improve our ability to learn and to 
remember. 

The 100 best listeners had apparently learned early in 
life that if they wanted to be efficient note-takers they 
had to have more than one system of taking notes. They 
equipped themselves with four or five systems, and 
learned to adjust their system to the organizational pat- 
ter, or the absence of one, in each talk they heard. If we 
want to be good listeners, we must be flexible and 
adaptable note-takers. 


Vi — Work at Listening 


One of the most striking characteristics of poor 
listeners is their disinclination to spend any energy in 
a listening situation. College students, by their own 
testimony, frequently enter classes all worn out phys- 
ically; assume postures which only seem to give atten- 
tion to the speaker; and then proceed to catch up on 
needed rest or to reflect upon purely personal matters. 
This faking of attention is one of the worst habits 
afflicting us as a people. 

Listening is hard work. It is characterized by faster 
heart action, quicker circulation of the blood, a small 
rise in bodily temperature. The overrelaxed listener is 
merely appearing to tune in, and then feeling con- 
science-free to pursue any of a thousand mental tan- 
gents. 

For selfish reasons alone one of the best investments 
we can make is to give each speaker our conscious at- 
tention. We ought to establish eye contact and maintain 
it; to indicate by posture and facial expression that the 
occasion and the speaker’s efforts are a matter of real 
concern to us. When we do these things we help the 
speaker to express himself more clearly, and we in turn 
profit by better understanding of the improved com- 
munication we have helped him to achieve. None of this 
necessarily implies acceptance of his point of view or 
favorable action upon his appeals. It is, rather, an ex- 
pression of interest. 


Vil — Resist Distractions 


The good listeners tend to adjust quickly to any kind 
of abnormal situation; poor listeners tend to tolerate 
bad conditions and, in some instances, even to create 
distractions themselves. 

We live in a noisy age. We are distracted not only by 
what we hear, but by what we see. Poor listeners tend 
to be readily influenced by all manner of distractions, 
even in an intimate face-to-face situation. 

A good listener instinctively fights distraction. Some- 
times the fight is easily won—by closing a door, shui- 
ting off the radio, moving closer to the person talking. 
or asking him to speak louder. If the distractions, can- 
not be met that easily, then it becomes a matter of con 
centration. 
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Vill — Exercise Your Mind 


Poor listeners are inexperienced in hearing difficult, 
expository material. Good listeners apparently develop 
an appetite for hearing a variety of presentations diffi- 
cult enough to challenge their mental capacities. 

Perhaps the one word that best describes the bad 
listener is “inexperienced.” Although he spends 40 per- 
cent of his communication day listening to something, 
he is inexperienced in hearing anything tough, tech- 
nical, or expository. He has for years painstakingly 
sought light, recreational material. The problem he cre- 
ates is deeply significant, because such a person is a 
poor producer in factory, office, or classroom. 

Inexperience is not easily or quickly overcome. How- 
ever, knowledge of our own weakness may lead us to 
repair it. We need never become too old to meet new 
challenges. 


IX — Keep Your Mind Open 


Parallel to the blind spots which afflict human beings 
are certain pyschological deaf spots which impair our 
ability to perceive and understand. These deaf spots are 
the dwelling place of our most cherished notions, con- 
victions, and complexes. Often, when a speaker invades 
one of these areas with a word or phrase, we turn our 
mind to retraveling familiar mental pathways criss- 
crossing our invaded area of sensitivity. 

It is hard to believe in moments of cold detachment 
that just a word or phrase can cause such emotional 
eruption. Yet with poor listeners it is frequently the 
case; and even with very good listeners it is occasional- 
ly the case. When such emotional deafness transpires, 
communicative efficiency drops rapidly to zero. 

Among the words known thus to serve as red flags 
to some listeners are: mother-in-law, landlord, red- 
neck, sharecropper, sissy, pervert, automation, clerk, 
income tax, communist, Red, dumb farmer, pink, 
“Greetings,” anti-vivisectionist, evolution, square, punk, 
welsher. 

Effective listeners try to identify and to rationalize 
the words or phrases most upsetting emotionally. Often 
the emotional impact of such words can be decreased 
through a free and open discussion of them with friends 
or associates. 


X — Capitalize on Thought Speed 


Most persons talk at a speed of about 125 words a 
minute. There is good evidence that if thought were 
measured in words per minute, most of us could think 
easily at about four times that rate. It is difficult—al- 
most painful—to try to slow down our thinking speed. 
Thus we normally have about 400 words of thinking 
time to spare during every minute a person talks to us. 

What do we do with our excess thinking time while 
someone is speaking? If we are poor listeners, we soon 
become impatient with the slow progress the speaker 
seems to be making. So our thoughts turn to something 
else for a moment, then dart back to the speaker. These 
brief side excursions of thought continue until our mind 
tarries too long on some enticing but irrelevant sub- 
ject. Then, when our thoughts return to the person 
talking, we find he’s far ahead of us. Now it’s harder to 
follow him and increasingly easy to take off on side ex- 
cursions. Finally we give up; the person is still talking, 
but our mind is in another world. 

The good listener uses his thought speed to ad- 
vantage; he constantly applies his spare thinking time 
to what is being said. It is not difficult once one has a 
definite pattern of thought to follow. To develop such 
a pattern we should: 
> Try to anticipate what a person is going to talk about. 
On the basis of what he’s already said, ask yourself: 
“What's he trying to get at? What point is he going to 
make?” 
> Mentally summarize what the person has been saying. 
What point has he made already, if any? 
> Weigh the speakers’ evidence by mentally question- 
ing it. As he presents facts, illustrative stories and sta- 
tistics, continually ask yourself: “Are they accurate? 
Do they come from an unprejudiced source? Am I 
getting the full picture, or is he telling me only what 
will prove his point?” 
> Listen between the lines. The speaker doesn’t always 
put everything that’s important into words. The chang- 
ing tones and volume of his voice may have a meaning. 
So may his facial expressions, the gestures he makes 
with his hands, the movement of his body. 

Not capitalizing on thought speed is our greatest 
single handicap. The differential between thought speed 
and speech speed breeds false feelings of security and 
mental tangents. Yet, through listening training, this 
same differential can be readily converted into our 
greatest asset. oH 





Hospital Humidifier Envelops Entire 
Bed With Humidity Canopy. 


® EACH PATIENT can now have his 
own “humidity room.” Children in 
any age group, even adults, can 
have any desired percentage of hu- 
midity from 50 percent to 100 per- 
cent directly over their bed. A 
Specially designed, large canopy 
which envelops the entire bed 
gives the patient complete freedom 
of movement. 
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One of the special features on 
this new model is the vapor output 
control which enables the amount 
of vapor entering the canopy to be 
regulated for the amount of hu- 
midity desired. 

The humidifier can also be used 
for introducing moisture into any 
oxygen canopy or as a room hu- 
midifier. 





Further details can be obtained 
from Walton Laboratories, Inc., 
Irvington, New Jersey. 5 
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Chicago Area Group Closes Year With 
a Dinner Meeting 


Mr. Edward L. Olson, 
president, Chicago Area Group. 


‘4 he Chicago Area Hospital Purchasing Agents closed 
their 1957-58 year with a dinner meeting at the 
Swithiod Singing Club. The wives and husbands of 
members were invited guest. Also, Mr. and Mrs. 
Howard Cook, Mr. Cook is the executive director of 
the Chicago Hospital Council. 

Following the dinner, president Edward L. Olson 
gave a brief resume of the activities of the Association 
for the past year. Statistically, eight meetings were 
held: 27 members attended eight out of the eight meet- 
ings; one member has attended every meeting of the 
past three years, our secretary-treasurer, Miss Lillian 
Huster, Evanston Hospital; 51 hospitals participated 
out of a possible 60 in the area. 

Program review—May meeting—business meeting 
and election of officers for the coming year. Tour of 
the purchasing department and stores conducted by 
Edward Blazyk, St. Francis Hospital, Evanston. Follow- 
ing the tour refreshments were served. 

April meeting—speaker, Dr. Roy Brener, clinical 
psychologist, Veterans Administration Hospital, Hines, 
subject “Understanding Personnel Relationships.” 

March meeting—speaker, Mr. William Moss, director 
of plant operations, University of Illinois. Subject, 
“What to Look For in Choosing Cleaning Materials.” 

February meeting—speaker, Mr. Niles Axelson, ad- 
ministrator of Swedish Convenant Hospital. Subject, 
“The Administrator and the Purchasing Department.” 

January meeting—round table seminar meeting, con- 
ducted by Harold Springer, purchasing director, Pres- 
byterian-St. Luke’s Hospital. 

November meeting—speaker, Mr. Harold Borin, vice 
president of American Hospital Supply Corp., Evans 
ton. Subject, “The Externals in Purchasing.” 
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Mr. William A. Hammerstron, 
national board director. 


October—tour of Johnson and Johnson plant fol- 
lowed by a dinner business meeting. 

Year’s educational projects: Work on materials for 
the National Association. Planning and assisting on the 
Purchasing Workshop sessions given at Tri-State Hos- 
pital Assembly. Purchasing Agents dinner meeting held 
at the Tri-State assembly. 


Following the president’s report, Mr. Cook spoke 
briefly. He congratulated the Association on the fine 
educational program which is being carried on in this 
area. And offered the continued service and assistance 
of the Council’s staff and members in furthering such 
educational projects, such as Purchasing Seminars, In- 
stitutes and Work Shop Meetings. 

Plans for a one day Purchasing Work Shop are un- 
derway to be held this fall. 

Officers for the 1958-59 year are as follows: 

President: James Hickman, chief supply division, 
Veterans Administration Hospital, Hines. 

First vice president and program chairman: Norman 
Eckliff, Jr., purchasing agent, Augustana Hospital, Chi- 
cago. 

Second vice president and membership chairman: 
John French, purchasing agent, Weiss Memorial Hos- 
pital, Chicago. 

Secretary-treasurer: Miss Lillian Huster, purchas- 
ing agent, Evanston Hospital, Evanston. 

National regional vice president: Edward L. Olson, 
purchasing agent, Swedish Convenent Hospital, Chi- 
cago. 

National board director: William A. Hammerstron, 
purchasing agent, Little Company of Mary Hospital 
Evergreen Park. 3 
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